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INTRODUCTION TO THE PORTFOLIO
This portfolio includes a selection of academic, clinical and research papers submitted for 
the Practitioner Doctorate in Psychotherapeutic and Counselling Psychology at the 
University of Surrey. It is comprised of three dossiers - academic, therapeutic and 
research -  and aims to reflect the range of skills and competences I have acquired during 
the course of my training and my personal and professional development as a counselling 
psychologist. Each dossier will be considered in more detail below. Initially though, in 
order to set the material that follows into a concrete context, it is essential to provide the 
reader with some background information on my personal experiences that contributed to 
my decision to pursue training in counselling psychology.
Background
From an early age I have been interested in the human psyche and the ways people 
interact and relate, not only to each other but also to their broader environment and their 
own selves. However, I first became interested in psychology when I was introduced to 
some psychological theories at school. I felt that psychology studies could possibly 
provide me with a framework to understand better the human existence, as well as my 
own interpersonal and intrapersonal struggles. Thus, I began to explore what becoming a 
psychologist entailed and I decided to do a bachelor’s degree in psychology at the 
Aristotle University of Thessaloniki, Greece.
During my undergraduate studies my enthusiasm about psychology grew as I was 
introduced to several epistemological positions and theoretical paradigms and I became 
aware of the variety of stances encountered in psychology and the richness of this field. 
Moreover, my experiences as an assistant psychologist in a multi-disciplinary team at a 
children’s psychiatric hospital and my participation in a de-institutionalisation 
community program for patients with acute mental health illness offered me an
opportunity to familiarise myself with different therapeutic approaches and made me 
even more aware of my desire to work as a psychotherapeutic practitioner.
When I completed my bachelors I decided to acquire further training in order to enrich 
my competences and become a responsible and informed practitioner. Counselling 
psychology appealed to me as its principles seemed to accord with my personal views 
and values about the delivery of psychological therapy. I was particularly drawn by the 
emphasis placed on the importance of the therapeutic relationship and the respect for 
clients’ individuality and their phenomenological experience. Accordingly, throughout 
my training I have tried to uphold the principles of counselling psychology in my work. 
Furthermore, I was attracted by the emphasis of counselling psychology on both clinical 
practice and scientific research and I valued the promotion of continuous personal 
development and the opportunity to familiarise myself with different theoretical models 
of therapy.
The interested reader will find a detailed exploration of my personal and professional 
development as a counselling psychologist in my ‘Final Clinical Paper’ (Therapeutic 
Practice Dossier). I will now outline the contents of each dossier included in this portfolio 
in an attempt to present the work I undertook across the different areas of my training and 
explain the links within and between the different domains.
Academic Dossier
The academic dossier contains a selection of academic essays submitted during my 
training. The diversity of the topics discussed reflects the diversity of theoretical stances 
and the range of issues encountered in counselling psychology. The first essay entitled 
“To touch or not to touch? An exploration of the role of physical touch in 
psychoanalysis” was submitted as part of the psychodynamic therapy module. In this 
essay I discuss the controversy surrounding physical touch in the psychoanalytic 
tradition. I attempt to provide a historical account of the role of touch and the often
diverse views on physical contact encountered in the psychoanalytic literature. Moreover, 
by using material from my personal and clinical experience I try to demonstrate how 
physical contact, when ethically and appropriately used, can be a useful source of 
information regarding the client’s experience and a powerful form of communication that 
may be able to overcome the limitations of verbal means. My interest in this topic was 
generated from my personal experience of the different meanings that ritualised physical 
contact can carry in diverse cultural and social contexts. Moreover, as an advocate of a 
holistic understanding of human experience, I regard tactile communication as a 
significance aspect of human interaction; hence, through writing this essay I wanted to 
increase my knowledge around the appropriate use of physical contact in the therapeutic 
work.
The second essay is entitled “Major depressive disorder: A schema therapy approach for 
therapeutic work with clients with chronic depression This is a theoretical essay that 
focuses on major depressive disorder and the ways that schema therapy, an integrative 
model that incorporates into cognitive therapy concepts and techniques from various 
schools of psychotherapy such as gestalt and object-relations, can be used when working 
with clients presenting with chronic depression. Moreover, the essay touches upon a 
popular debate regarding the use of psychopathological diagnostic classification systems 
and discusses the implications for the practice of counselling psychology. I chose this 
topic as depression is one of the most common mental health disorders and I wanted to 
further my understanding regarding the nature, the symptoms and the impact of 
depression on several aspects of individuals’ lives. Furthermore, I decided to focus on 
schema therapy as I was recently introduced to this approach and I found the integrative 
nature of the model and its emphasis on the centrality of the therapeutic relationship 
particularly appealing. This essay was a direct and practical way to improve my 
knowledge on this approach.
Finally, in the essay entitled “Discuss the role o f the therapeutic relationship in cognitive 
behavioural therapy: Implications for understanding and overcoming resistance” I
review recent developments in the literature of cognitive-behavioural therapy regarding 
the importance of the therapeutic relationship and I evaluate the role it can play in 
understanding and working with difficulties encountered in the course of therapy, such as 
clients’ resistance. The ideas presented in this essay are further illustrated through the 
discussion of a clinical case from my third year placement, describing the client’s 
resistance, how it was addressed in the light of the therapeutic relationship and the 
thinking behind my interventions. The therapeutic relationship has always been an aspect 
of therapeutic work that interests me and has a central role in my practice. Moreover, in 
my clinical work I have often come across clients expressing various forms of resistance. 
When I wrote this essay I was several months into my cognitive-behavioural placement 
in a Primary Care Mental Health Team and, as I worked mainly with clients presenting 
with complex and chronic psychological difficulties, resistance was often encountered. 
The reading for this essay, as well as discussion of these issues in supervision, increased 
my knowledge of the nature of the therapeutic relationship in the cognitive-behavioural 
model and helped me consider ways to overcome the difficulties I faced in my 
therapeutic practice.
Therapeutic Practice Dossier
This dossier relates to my therapeutic practice during my training in counselling 
psychology. It provides information about the type and duration of my clinical 
placements, the client populations I worked with, the professional activities I undertook 
and the types of supervision received. In addition, it contains my ‘Final Clinical Paper’ 
which provides an account of my development as a counselling psychologist as it stands 
at the end of training. This paper represents a culmination of three years of personal and 
professional growth. It demonstrates how various elements of my training as well as 
personal and other life experiences have influenced the development of my present 
position as a practitioner and how this has been reflected in my therapeutic practice.
Research Dossier
The portfolio concludes with the research dossier which contains a literature review and 
two qualitative research reports including appendices. My research has focussed on single 
parents’ bereavement experiences upon the loss of a child. The investigation of this area 
is closely tied to my personal interest in the field of loss and bereavement, my wish to 
‘give voice’ to bereaved single parents whose experience seems to be largely ignored in 
the literature and my desire to alert practitioners, including myself, of possibly 
overlooked characteristics and conditions which may influence single parents’ grieving 
processes, their coping resources and their adjustment following the death of a child.
Because of the limited literature directly addressing this topic, in my first year review I 
tried to elucidate the experience of bereaved single parents by assembling several 
literature resources on related issues, such as theories of grief and parental bereavement 
and literature on single parenthood, and drawing inferences from these. I found this a 
demanding, but also rewarding task as I had the opportunity to immerse in a research area 
of limited previous research.
Having noticed the lack of research on this subject, in my second year I decided to 
explore the phenomenological bereavement experiences of this group by conducting 
interviews with bereaved single parents. Due to the limited number of participants 
recruited, I chose a case study approach which allowed me the luxury of exploring single 
mothers’ experiences in more depth. Although conducting this study has been a 
challenging experience due to the sensitive nature of the research topic and difficulties I 
faced at a personal level at the time, listening to participants’ experiences increased my 
motivation about researching this area. It confirmed my initial hypothesis about the 
possible impact of additional issues, specific to single parent status, on single parents’ 
bereavement processes, emphasised the necessity for their needs to be acknowledged and 
highlighted the importance of the availability of appropriate professional support.
Based on the findings of my second year research, I felt that in my final year it would be 
worth to interview psychotherapeutic practitioners regarding their perceptions of single 
parents’ bereavement experiences and their views on therapeutic practice with this client 
group. Once again, I decided to employ a qualitative methodology in order to explore 
participants’ perceptions in depth. Moreover, in an attempt to enhance my understanding 
of the investigated phenomena I tried to adopt a pluralistic epistemological stance in my 
engagement with the data. A more detailed description of this process and an evaluation 
regarding its implementation can be found in the actual research report and the ‘personal 
reflections’ section.
I believe that the exploration of my chosen research topic from multiple angles (review of 
the available literature, interviews with single parents and interviews with 
psychotherapeutic practitioners) has helped me obtain a more spherical and in-depth 
understanding of single parents’ bereavement experiences and has increased my 
knowledge of the issues that counselling psychologists and other professionals should 
consider in their interventions aiming to support bereaved single parents.
INTRODUCTION TO THE ACADEMIC DOSSIER
This dossier includes three essays, representatives of the academic work carried out over 
the three years of training. The first essay explores the role of physical touch in 
psychoanalytic psychotherapy. The second essay is a theoretical essay on 
psychopathology and focuses on the use of schema therapy for the treatment of clients 
presenting with chronic depression. Moreover, a critical evaluation of the use of 
psychopathological classification in informing counselling psychology practice is 
offered. Lastly, the third essay discusses the character of the therapeutic relationship in 
cognitive-behavioural therapy and its role in understanding and overcoming clients’ 
resistance during the course of therapy. All the essays presented here address topics 
which are of interest to the author. Furthermore, it is hoped that they reflect the varied 
content of the course, its concern with teaching a broad spectrum of therapeutic models 
and its emphasis upon linking theory to practice.
ESSAY 1 
“To touch or not to touch? 
An exploration of the role of physical touch in psychoanalysis” 
Introduction
Physical touch, based on the largest sensory organ of the body, the skin, provides a 
fundamental, powerful and pervasive form of communication. As Richards (1997) stated, 
“touch, that most universal and ineluctable of senses, has been shown to provide 
information of a subtle and powerful kind about the external world” (p.2). Research 
findings underline the importance of physical touch in human development. It has been 
suggested that tactile stimulation profoundly affects physiological regulation and 
psychological development (Fosshage, 2000; Knable, 1981; Reite & Field, 1985). As 
Colt (1997) writes, “a simple touch - a hand on the shoulder, an arm around a waist can 
reduce the heart rate and lower blood pressure. Touch, also stimulates the brain to 
produce endorphins, the body’s natural pain suppressor” (p.60).
Moreover, in humans the type of tactile contact is proven to affect behavioural 
development and is fundamental for the creation of healthy affectional relationships 
(Bowlby, 1952; Field, 1995; Fosshage, 2000). Touch is the earliest form of 
communication in the parent-child dyad (Kertay & Reviere, 1993). The early 
psychological sense of self and the following distinctions between self and other partially 
develop from early experiences of the occurrence or absence of touch and of the quality 
of physical contact (Kreuger, 1990; Kupfermann & Smaldino, 1987; Mahler & McDevitt, 
1982). Using Montagu’s (1986) words, “... touch is a basic behavioural need, much as 
breathing is a basic physical need, that the dependent infant is designed to grow and 
develop socially through contact, tactile behaviour and throughout life to maintain 
contact with others. ...When the need for touch remains unsatisfied, abnormal behaviour 
may result” (p.46).
On the basis of what is known nowadays about the profound role of tactile 
communication and the role of touch in neurophysiological, behavioural and 
psychological development, it could be argued that non sexual physical touch may be a 
powerful tool within the psychoanalytic dyad, providing a unique learning and an avenue 
to the unconscious that, in certain circumstances, may be able to overcome the limitations 
of verbal means. On the contrary though, the role and meaning of physical contact 
between analyst and patient remains one of the most controversial issues within 
psychoanalysis today. The topic of touch has always been a complex one; most therapists 
appear frighten of physical touch, mainly because it has been connected with the 
disruptions of sexual and aggressive contact within the relationship, with all its ethical 
and legal implications. Unfortunately, as McLaughlin (1995) emphasises “The spectre of 
this ultimate excess has made almost impossible a dispassionate assessment of the 
technical implications of lesser forms of physical contact” (p. 434).
Nevertheless, despite the taboo around physical touch, touch does occur in the consulting 
room. Timaeur, Smith and Foster (1996) in their survey of members of the American 
Academy of Psychotherapists, reported that only 13% of the participants indicated that 
they have never touched patients. Moreover, instances of physical contact in the form of a 
handshake, hug or holding hands are mentioned in several psychoanalytic accounts and in 
some cases they are discussed as an important part of the analytic work (for example, see 
Breckenridge, 2000; DuPont, 1988; McLaughlin, 1995; Toronto, 2001). Fosshage (2000) 
reported that in a poll she conducted among 30 analysts, “every one had hugged or been 
hugged by patients” (p. 29). One may wonder, consequently, why since minor, non 
erotic, physical touch is in fact occurring within psychoanalytic psychotherapy, it still 
remains a controversial topic and ‘a closet phenomenon’. In order to shed light upon this 
legitimate question we will first examine the historical roots of the controversy around 
physical touch in the context of traditional psychoanalysis.
The historical and theoretical basis for the controversy surrounding physical touch 
in psychoanalysis
The controversy over touch has been present in the psychoanalytic tradition since its 
genesis. It is interesting that in his early therapeutic interactions with patients Freud 
himself had employed physical contact. As stated by Breckenridge (2000) and Ruderman 
(2000), Freud used to place his hands on the patients’ forehead when free associations 
were slow to come. In addition, in his early work with hysteria Freud used to stroke 
patients’ neck and head to facilitate their emotional expression and age regression and he 
also allowed them to touch him (Kertay & Reviere, 1993). However, when Freud 
abandoned hypnotic technique and distant himself from it he abandoned touch “in any 
way, as well as any other procedures which might be reminiscent of hypnosis” (Freud, 
cited in Fosshage, 2000, p. 23). Mintz (1969b) suggested two additional historical factors 
that contributed to the avoidance of touch in the early days of psychoanalysis. 
Psychoanalysis emerged at Victorian Vienna, in a society overwhelmed with sexual 
prudery. In that cultural context, with the emphasis that psychoanalysis placed on 
sexuality and aggression, any physical contact could be easily misunderstood and thus, 
jeopardise Freud’s efforts to establish psychoanalysis as a respectable science. Moreover, 
the early psychoanalytic movement aimed to distinct itself from traditions of magic or 
religion that historically were associated with physical touch.
In 1910’s Freud introduced the rule of abstinence: “The treatment must be carried out in 
abstinence...The patient’s need and longings should be allowed to persist in her, in order 
that they may serve as forces impelling her to do work and to make change.” 
(Freud, cited in Ruderman, 2000, p. 110). The rationale for this position was that touch 
will result in gratification of patient’s needs and would fixate the patient at an infantile 
level; it would stop the transformation of infantile sexual wishes into verbal 
representations, hindering in that way the primary task of analysis and it would interfere 
with transference (Breckenridge, 2000; Smith, 1998). Thus, the rule of abstinence 
constituted the foundation for the assumption that physical touch should be totally
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prohibited in psychoanalysis and led several theorists, like Menninger (1958) to regard 
any type of physical contact as analyst’s “incompetence or criminal ruthlessness” (p.40).
Despite the rule of abstinence though, some psychoanalysts separated themselves from 
the traditional interdiction on physical touch and reported occasions where they have 
considered use of touch to facilitate treatment. One of the most well-known controversies 
in the psychoanalytic tradition is Ferenczi’s challenge to Freud’s principle of abstinence. 
Ferenczi (1930) introduced the ‘relaxation technique’ in an attempt to fulfil the patients’ 
desires without placing any demands on them. As Hoffer (1991) describes it “he tried to 
create a ‘safe’ atmosphere in which the patient felt totally accepted by and trusting to the 
analyst, enabling the patient to re-experience the emotions originating in the traumatic 
experiences of childhood” (p. 467). On that basis he would permit behavioural re­
enactments that included physical contact, in some occasions even kisses (Shapiro, 1992 
cited in Fosshage, 2000). Moreover, Ferenczi would use physical touch as a mean of 
bringing a patient from a trance state back to the present reality (Fosshage, 2000).
But Ferenczi was not a sole exception; Mintz (1969b) cited Fromm-Reichman and 
Searles as two analysts that allowed physical contact with severely disturbed patients. 
Furthermore, Balint (1952) also wrote about some occasions where touch emerged in 
order to help patients through regressive states. He recognised touch at those instances 
not as an erotic stimulus, but as a powerful form of communication that can provide “a 
tranquil quiet sense of well being” in the patient (p.231). Winnicott (1965) Wrote about 
times that he used to hold his psychotic patients and Margaret Little (1990) described the 
essential physical holding that Winnicott provided during moments of serious regression 
during her analysis. Kohut reported offering a deeply despaired patient to hold his two 
fingers (cited in Fosshage, 2000) and Pedder (1986) talked about a profoundly regressed 
patient and tried to find theoretical ground for providing the holding that he felt his 
patient needed. Additionally, Casement (1982; 1985) described in detail his work with his 
client, Mrs. B., and his consideration about the appropriateness or not of physical contact 
with her. His article and his decision not to gratify his patient’s need to hold his hand.
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reopened the controversy around touch and generated intense retort (for example, see 
Breckenridge, 2000; Fosshage, 2000; Holder, 2000).
More recently, contemporary psychoanalysts appear more open to consider the use of 
touch in their practice. In 2000, Breckenridge described a clinical case where physical 
contact conveyed acceptance on the part of the analyst and helped to alter a seriously 
negative self image. McLaughlin (1995) regarded handshaking as conveying important 
information and she noted her increased comfort with holding her patient’s hand when 
appropriate. Shane, Shane and Gales (2000) considered the use of touch from a 
developmental systems self psychology perspective and Glickauf-Hughes and Chance 
(1998) discussed physical touch in light of object relations. The movement towards a 
more relativistic science and the focus on relational aspects in contemporary 
psychoanalysis has profound implications for the reconsideration of the role of physical 
touch. Physical touch undoubtedly occurs in the psychoanalytic context and perhaps more 
frequently than it is actually reported. And as it has been argued, “neutrality, abstinence, 
and the blank screen are all actions of the analyst that contribute to the analysand’s 
transferential experience...the stringent avoidance of touch...is not ‘neutral’ and can 
have many different meanings” (Fosshage, 2000, p. 25). Thus, perhaps dialogue should 
occur not anymore around whether physical touch should be prohibited or not in 
psychoanalysis, but in which occasions and under what circumstances is physical touch 
appropriate and helpful to the patient.
Appropriate use of physical touch in the analytic dyad
As with any other analytic technique, physical touch will have a different meaning for 
each patient based upon the patient’s developmental history and present state (Ruderman, 
2000). It has been suggested that the degree of individuals’ psychopathology can impact 
on how accurately patients understand tactile communication (Fagan & Smith- 
Silverthom, 1998). Glickauf-Hughes and Chance (1998) concluded that touch should be 
used frequently with higher functioning individuals who have inability to bond and they
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have limited awareness about their feelings and their needs; it should be cautiously used 
and only upon patient’s request with patients that have been abused by carers and should 
be avoided with those “who have more primitive level of ego organisation and object 
relations development” (p. 168), as it could encourage a negative regression.
Although within the psychoanalytic arena most published reports address the use of touch 
with very disturbed or deeply regressed patient, Mintz (1969a) argued that physical touch 
can also be useful when working with neurotic patients in regressed states. She explored 
five therapeutic aspects of touch that can emerge in the psychoanalytic work: i) touch as a 
way of conveying a warm, ongoing relationship; ii) touch as a form of symbolic 
mothering and of gratification of patient’s needs when the patient is incapable of verbal 
interaction; iii) touch as fulfilment of the patient’s infantile, manipulative needs; iv) touch 
as a means of controlled exploration of aggressive feeling and v) touch as a genuine 
expression of therapist’s feelings, as long as such expression is a part of the overall 
therapeutic progress. Mintz (1969b) suggested that touch as a form of symbolic 
mothering, a mean of conveying a sense of being accepted and a sense of reality can 
facilitate growth in the analytic process. As Kertay and Reviere (1993) argue “if the 
touch is needed for containment of overwhelming affect, for guidance when verbal 
interaction is insufficient, or for contact when the patient feels overwhelmingly 
disconnected, then it may be useful as a human gesture that may communicate more 
effectively than words” (pp. 26-27).
Another factor that should be considered is possible gender differences in perceptions of 
touch. Abby and Melby concluded that, “in general, men were more likely to perceive 
sexual intent in women, whereas women where less likely to perceive sexual intent in 
men, especially when the situation was ambiguous” (Abby & Melby, cited in Kertay & 
Reviere, 1993, p. 21). In another research Suiter and Goodyear (1985) found that men 
and women did not differ notably in their assessment of male therapists who touched 
their female patients. Both men and women considered the therapist who used the highest 
level of touch as less reliable but more skilled. Alyn (1988) underlined the issue of power
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differential between the therapist and the patient. She argued that if a male therapist is 
touching a female patient, then this act is likely to create a feeling of disempowerment in 
the woman. Of course all the above findings should be examined in the context they 
occurred. Nevertheless, gender and age factors undoubtedly have an effect on comfort 
levels and possible interpretations of the touch in the analytic dyad (Fosshage, 2000).
I would also like to emphasise the implications that cultural differences may have for the 
interpretation of physical contact. Drawing upon my personal experience, while working 
with people from different cultural backgrounds I have noticed differences in ritualised 
touching such as a handshake at the beginning or the end of a session. As I have been 
brought up in a Mediterranean country, I feel comfortable with that form of ritualised 
touch. Moreover, I consider it a rich source of information and nonverbal messages; the 
way patients shake hands can reveal valuable information about how they might feel at 
the end of the session or about the therapeutic alliance. Of course, at the same time, it can 
reveal important information about the therapist too. In different cultural contexts though, 
handshake may not consist a ritual and it can be perceived as a violation of the patient’s 
boundaries, creating uncomfortable or unpleasant feelings. Thus, since I came in England 
I found myself refraining from shaking hands with my own patients, unless it is initiated 
by them.
In general, physical contact can carry very different meanings for the analyst and the 
patient. Incidences of touch need to be closely monitored and explored for understanding 
of their meanings. Analysts should be able to help their patients understand accurately the 
messages conveyed by touch (Fagan & Smith-Silverthom, 1998). On the part of the 
analyst, touch must be an expression of genuine feelings. Analysts need to remain 
authentic in the analytic encounter. If they are in discomfort it is preferable to 
acknowledge it openly. More important, physical contact should not be a self-gratifying 
act; it should facilitate the growth of the patient and it should not hinder the analysis. 
Sexual touch, touch that is a form of manipulation and touch that rescues patients from 
their own anxieties when the analyst feels uncomfortable with them, should be avoided.
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This requires analysts to be aware of and able to track their countertransference responses 
(Kertay & Reviere, 1993). Finally, the nature and strength of the therapeutic alliance 
should always be considered. If the working alliance is not well established, touch is less 
likely to be helpful. There is the danger to be experienced as aggressive, seductive or 
crossing the patient’s boundaries (Kertay & Reviere, 1993).
Thus, in order for physical contact to be appropriately used, it must accord the desires 
and needs of the patient and it should be in line with the level of intimacy in the 
therapeutic relationship (Hunter & Struve, 1998). Although I would not advocate 
physical touch with all patients, especially when working as a trainee psychologist, 
nevertheless I should acknowledge that there were instances where I found physical touch 
a valuable tool in my work. At this point I would like to refer to my work with Mr. K. -  a 
male in his mid fifties, inpatient in a psychiatric ward -  as part of a deinstitutionalisation 
and rehabilitation program.
Mr. K. was a severely disturbed patient with a psychotic diagnosis who had been 
institutionalised for more that 25 years and was unable to communicate verbally. 
Additionally, as he was a refugee, it was uncertain whether he was able to fully 
understand the native language. As a result, Mr. K. had limited interaction with the 
personnel and the other inpatients in the ward. Part of my role in the program involved 
working with Mr. K. at a one-to-one basis, trying to engage and activate him. Being 
aware of his difficulty to communicate verbally I was very thoughtful in my interaction 
with him, paying attention to the tone of my voice, the language I used, the pace of my 
speech and my body language. Moreover, I was looking out for non-verbal signs from his 
part, trying to understand how he felt and conceptualise his experience.
Early on in our work I formed the impression that Mr. K. was quite isolated thus, he 
seemed to welcome my attempts to interact with him. Nevertheless, at the same time he 
appeared quite guarded towards me, always sitting on the edge of his chair and making 
limited eye-contact. As I was used to rely greatly on verbal communication in my
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interaction with patients, I experienced the lack of that ability as constrain in my attempts 
to build a trusting working alliance with Mr. K. In one of our sessions Mr. K. reached out 
for my hand; immediately I found myself considering what would be an ‘appropriate’ 
response. Firstly, I reflected on how I was feeling about this type of physical contact. 
Although it was not something I would necessarily initiate, I felt comfortable with it. 
Moreover, I felt that Mr. K.’s gesture had no sexual load; on the contrary, I interpreted it 
as an attempt from his part to express his feelings and to communicate his need to be 
accepted. Therefore, I decided to allow hand holding, as I felt that in this case physical 
contact could perhaps convey my acceptance more efficiently than words.
This proved to be a turning point in our work; during the following sessions Mr. K. 
started maintaining eye-contact for longer, started actively using hand and head gestures 
in order to communicate with me, his mood lifted and he gradually became less guarded. 
Furthermore, he became less withdrawn and he started participating in group activities at 
the ward. In this case physical contact, more specifically hand holding, proved able to 
overcome the verbal barrier, communicate to Mr. K. my genuine acceptance and 
gradually facilitate the establishment of an empathetic connection and his ongoing 
engagement in the relationship. Nevertheless, I should admit that my work with Mr. K. 
was more of an integrative nature and perhaps in a purely psychoanalytic context I may 
have felt more restricted by the traditional theoretical restrains.
Conclusion
Despite the controversy that emerges even in our days around physical touch, thoughtful, 
non sexual, ethically and socially appropriate physical contact is no more ‘problematic’ 
than any other interaction between therapists and their patients (Breckenridge, 2000). The 
traditional prohibition against physical contact can create uncomfortable feelings and 
guilt to therapists and it is mainly the fear of the abuse of touch, rather than touch itself 
that bars its consideration. Nevertheless, although not always openly discussed, the 
traditional rule of abstinence does not correspond with the practice of psychoanalysis
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today as several forms of physical contact are frequently considered in the psychoanalytic 
dyad. Thus, the taboo around physical touch should be abandoned and the emphasis 
should be on ho^v we can ensure that, in the instances that physical touch occurs, it is 
done in a sensitive manner that facilitate patients’ needs. For that to be achieved, the role 
and the meaning of physical touch should be considered according to the history and the 
individual needs of both parts of the analytic dyad. As Ruderman (2000) suggests “the 
ability to focus on the patient’s individual needs and tolerances as well as to one’s own 
boundaries, limits and comfort area, may deepen and enhance the psychoanalytic 
experience for both patient and analyst” (p. 121). If we ‘de-stigmatise’ physical touch and 
we acknowledge it as a powerful mean of communication, we will be able to gain a better 
understanding of our patients’ appeals for physical contact. Thus, regardless of our ovm 
individual choices whether to engage or avoid physical contact in our analytic work, we 
will be able to reflect on and reconsider our decisions and work in a more flexible and 
accommodating way.
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ESSAY 2 
“Major depressive disorder: A schema therapy approach for therapeutic work with 
clients with chronic depression” 
Introduction
Depression is one of the most common mental health disorders. Research findings 
suggest that between 8 and 18% of the general population are affected at least once in the 
course of their lifetime (Beach & Jones, 2002) and The World Health Organization 
recognised depressive disorders as an important cause of disability universally (Murray & 
Lopez, 1996). The identification of depression as a significant problem with social, 
interpersonal and economic implications has generated an increased research interest 
regarding the nature and symptoms of depressive disorders. A number of theoretical 
models for depression have been suggested (for example, see Freud, 1957; Beck, 1967, 
1987) and several treatment options, such as cognitive-behavioural therapy, interpersonal 
psychotherapy and pharmacotherapy have been developed.
However, despite the recent theoretical advances and the attempts to identify effective 
ways for treating depression, the chronic nature of depression, characterised by multiple 
relapses and recurrences, is one of the most well-established findings in the research of 
affective disorders (Mueller et al., 1999, Solomon et al., 2000). A meta-analysis 
conducted by Vittengl, Clark, Dunn and Jarrett (2007) suggested that about half (54%) of 
the patients who remit on acute-phase cognitive therapy relapse within 2 years, while 
61% of the patients who remit on antidepressant agents on the acute-phase relapse within 
16 months after medication discontinuation. A further increase in these figures is 
expected as the interval to follow-up is further extended.
Moreover, according to Hamilton and Dobson (2002), “an estimated 15-20% of 
depressed individuals experience protracted episodes of major depression lasting at least
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2 years. An even larger percentage of depressed persons suffer major depressive disorder 
superimposed on dysthymic disorder - referred to as double depression” (p. 880). 
Research findings suggest that chronic forms of depression are under-recognised and they 
often remain untreated (Dunner, 2001). Scott (1988) argued that individuals with chronic 
depression are more prone to relapse and more likely to suffer from comorbid psychiatric 
disorders and a review by Howland (1991) suggested that chronically depressed 
individuals tend to show poorer outcomes in comparison to acutely depressed individuals, 
regardless of the type of treatment received. The negative relationship between duration 
of depression and therapy outcome and the well documented recurrence rates of major 
depressive disorder highlight the need for existing therapies to be adapted in order to 
prevent relapses and meet the needs of more resistant individuals.
As a result several therapeutic strategies aiming at the effective treatment of chronic and 
recurrent depression have been developed, such as Mindfulness-Based Cognitive Therapy 
(MBCT) (Teasdale, Segal, & Williams, 1995) and Cognitive-Behavioural Analysis 
System of Psychotherapy (CBASP) (McCullough, 2005). Furthermore, recent findings 
suggest that Schema Therapy (Young, 1994; Young, Klosko, & Weishaar, 2003), a 
therapeutic approach initially developed to treat people with personality disorders, has 
proven useful in treatment of chronic depression. The applicability of this approach to the 
treatment of chronic depression will be further discussed and evaluated. Initially, 
however, a definition of major depressive disorder and the criteria for its diagnosis will 
be presented.
Diagnostic criteria required for the diagnosis of major depressive disorder
According to the fourth edition of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-IV) (American Psychiatric Association, 1994), major depressive 
disorder is characterised by one or more depressive episodes and the absence of manic, 
mixed or hypomanie episodes. In order for a major depressive episode to be diagnosed, at 
least five out of nine symptoms must be present nearly every day for a minimum of two 
weeks. One of the symptoms must be either depressed mood or loss of interest or
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pleasure. The remaining symptoms are related to sleep and appetite disturbances; weight 
loss or gain; psychomotor agitation or retardation; fatigue or loss of energy; feelings of 
inappropriate guilt and a sense of worthlessness; difficulty concentrating or 
indecisiveness and recurrent thoughts of death, suicidal ideation or suicidal attempts. 
These symptoms should cause profound distress or impairment in important areas of the 
person’s functioning, they should not be the effect of a substance and should not be 
related to a medical condition or to a recent bereavement. At the presence of two or more 
depressive episodes, the disorder is characterised as recurrent. Moreover, if the full 
criteria for a major depressive episode have been continuously met for a period of at least 
two years, then the major depressive disorder is specified as chronic.
The experience for the clients who present with depression and those they encounter
Depression can be significantly incapacitating, both to the depressed persons and to those 
around them. The subjective emotional experience that characterises depression is often 
marked by sadness, a feeling of worthlessness and a deep sense of inner loss (Beck, 1976; 
Davison, Neale, & Kring, 2004). Individuals with depression tend to have negative self- 
concepts, may be highly self-critical and they often report feeling hopeless about the 
future, which places them at high risk for suicide and self-destructive behaviours. 
Moreover, depression has a profound effect on social and occupational functioning and 
on physical health. Individuals with severe depression may find every day life demands 
exhausting. They may neglect their physical hygiene and appearance and depression may 
substantially decrease their ability to work effectively, resulting in loss of income, 
unemployment and financial strains (Leahy & Holland, 2000; NICE, 2007).
Furthermore, regarding wider social effects, it has been argued that the social worlds of 
depressed individuals are more complicated, require more effort and are more difficult to 
cope with than those of people without depression (Joiner & Coyne, 1999). According to 
Keltner and Kring (1998), depressed individuals tend to have reduced social networks 
and to regard them as providing little support. This deficiency of social support may be 
related to individuals’ tendency towards social withdrawal, often typical in depression or.
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may be the result of individuals’ maladaptive interpersonal behaviours, such as extensive 
complaining, or of the absence of appropriate social skills that can elicit negative 
reactions from others (Leahy & Holland, 2000; Smith, Vivian, & O’Leary, 1990). 
Moreover, marital or family discord is frequently reported, with interactions between 
depressed people and their spouses often characterised by resentment from both partners 
(Beach, Sandeen, & O’Leary, 1990; Prince & Jacobson, 1995). In addition, depressed 
individuals are sometimes regarded as disturbed and irritating (Priest, Vize, Roberts, 
Roberts, & Tylee, 1996), which may explain the frequent unwillingness of people 
suffering depression to seek help.
Major depressive disorder has also high comorbidity with other disorders, such as social 
phobia and generalised anxiety disorder, which can be further debilitating for the 
depressed individual (for example, see Hettema, Neale, & Kendler, 2001). Particularly in 
the case of chronic depression there seems to be a high correlation with personality 
disorders (Klein et al., 1999) and, as individuals do not return completely back to 
previous levels of functioning between depressive episodes, negative self-concepts and 
hopeless feelings seem to be intensified. Nevertheless, it should be acknowledged that the 
subjective experience of depression may vary significantly, depending on factors related 
to the individual’s personality, developmental stage, previous life experiences and current 
socio-economic circumstances (Sotsky et al, 1991). Moreover, symptoms of depression 
can vary considerably cross-culturally, possibly related to differences in accepted 
behaviours across cultures (Davison et al., 2004).
Implications for therapeutic work and the importance of therapeutic relationship
Hamilton and Dobson (2002) argued that “chronically depressed patients have difficulty 
assuming an active, goal oriented approach to therapy” (p.882). Moreover, research 
findings suggest that chronically depressed individuals with low self-efficacy may find 
difficult to complete homework (Thase et al., 1994) and people who are highly self- 
critical (Rector, Zuroff, & Segal, 1999) or perfectionists (Blatt, Zuroff, Quinlan, & 
Pilkonis, 1996) may not respond effectively to standardised therapies. Moreover,
26
according to Leahy (2001), chronically depressed individuals may be strongly resistant to 
therapeutic change. They tend to base their decisions on their negative schemas, 
attempting to maintain a sense of consistency and to avoid further losses.
Nevertheless, a factor that seems to have significant implications for the therapeutic 
process and outcome is the therapeutic relationship. Blatt et al. (1996) argued that the 
therapeutic relationship is a significant predictor of outcome in depression. Similarly, 
Castonquay and his colleagues (1996) suggested that the therapeutic alliance and the 
patient’s emotional involvement is a better predictor of improvement, rather than the 
treatment modality. Furthermore, research by Bums and Nolen-Hoeksema (1992), 
demonstrated that therapist’s empathy is a moderating factor regarding recovery from 
depression in clients treated with CBT. Thus, it could be argued that individuals 
presenting with chronic depression may benefit more from an interpersonally oriented 
cognitive approach that emphasises the importance of the therapeutic relationship. In 
light of these findings, we will now discuss the use of a schema therapy approach for 
clients with chronic depression.
Schema Therapy
Over the last decade, a movement towards the use of more schema focused forms of 
therapy has been noted. These approaches form a development of traditional CBT that 
marks an evolution of focus towards the generation and maintenance of schemas and 
emphasises the role of the therapeutic relationship (James, 2001). Schema therapy, 
developed by Young (1994), is one of these “second generation” treatment approaches 
(James, 2001, p. 402). It is an integrative therapeutic model that combines features of 
cognitive and behavioural therapies, object relations, attachment and gestalt models. 
Initially designed to extend Beck’s model of cognitive therapy (1976), schema therapy 
recognises the importance of cognitive and behavioural elements, yet acknowledges the 
equal significance of emotional change and the centrality of the therapeutic relationship 
and combines interpersonal and experiential techniques within a cognitive-behavioural
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framework (Young et al., 2003; Young & Mattila, 2002; McGinn & Young, 1996). 
Moreover, compared to traditional CBT, schema therapy stresses the importance of 
childhood and adolescent experiences and the developmental origins of psychological 
problems and places more emphases on affect, core schemas and lifelong coping styles 
(Young et al., 2003). The important role of emotions is also supported by neuroscience 
research findings suggesting that significant life events are registered not only in a 
cognitive, but also in an emotional level (LeDoux, 1996), thus psychotherapy can be 
more effective if it focuses on both thoughts and emotions.
Although schema therapy was originally developed to address the needs of clients with 
personality disorders, it is nowadays used for the treatment of clients with long-term 
difficulties who are resistant to change. Clinical evidence suggests that schema therapy is 
effective in the treatment of several DSM-IV disorders, including chronic depression and 
in relapse prevention (Young et al, 2003; Young & Mattila, 2002). Nevertheless, it 
should be highlighted that schema therapy aims to treat the predisposing 
characterological aspects of Axis I disorders, not the acute symptoms (Young et al, 
2003). Schema therapy presents a working model that helps conceptualise clients’ 
presenting problems and guides clinical interventions, rather than offering a theory of 
psychopathology. As Young and his colleagues (2003) argue, “schema therapy 
normalises rather than pathologises psychological disorders” (p. ix).
Schema therapy is based upon four main constructs: i) early maladaptive schemas, ii) 
schema domains, iii) maladaptive coping styles and iv) schema modes. Early maladaptive 
schemas are deeply established “self-defeating emotional and cognitive patterns that 
begin early in our development and repeat throughout life” (Young et al., 2003; p. 7). 
These maladaptive schemas can be erupted when triggered by life events and maladaptive 
thoughts, emotions and behaviours can arise. According to Young and Mattila (2002), 
depressive symptoms can be a result of the activation of early maladaptive schemas as a 
response to current life stressors. Young specifies 18 maladaptive schemas, grouped in 
five categories named schema domains, which he regards as core themes in long-term
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characterological disorders. Each domain represents a basic need, necessary for a healthy 
psychological development. The central idea is that when these needs are not adequately 
met, early maladaptive schemas emerge that may stop individuals meet their needs in 
their adult life (Young et al., 2003). In the case of chronically depressed individuals 
clinical findings suggest that the domain of ‘disconnection and rejection’, which is 
related to the difficulty to form secure and satisfying relationships and attachments, 
appears to be particularly important (Young & Mattila, 2002). The underlying belief 
related to this schema domain is that the individual’s needs for stability, safety, intimacy 
and belonging will never be met.
Schema therapy initially aims to educate clients about their schemas and, through 
cognitive, interpersonal and experiential techniques (such as imagery and role playing), 
to help them explore the origins of these schemas, get in touch with their emotions and 
link them to their presenting difficulties. Moreover, it aims to identify the maladaptive 
coping responses employed to deal with the schemas, namely schema surrender, 
avoidance or overcompensation. As therapy focus moves towards change, the goal is to 
help the client gain control over their schemas and to strengthen healthier emotional 
states and coping responses, referred to as ‘healthy adult modes’ (Young et al., 2003). 
According to Young et al. (2003), the therapeutic relationship is regarded as a central 
aspect of schema assessment and change. Schema therapists explore the clients’ 
dysfunctional patterns as they may emerge in the therapeutic relationship and they 
confront them with empathy. Moreover, emphasis is placed on the idea of ‘limited 
reparenting’, the belief that, within the therapeutic boundaries, therapists’ may be able to 
satisfy clients’ unmet childhood needs, an idea also supported by other researchers (for 
example, see Batman & Malone, 2002).
Schema therapy and other schema focused approaches have been recognised as useful 
models in the treatment of clients with chronic difficulties as they help the therapist gain 
a better understanding and form more informed conceptualisations of clients’ problems 
(James, 2001). Nevertheless, schema focused approaches have been also criticised as
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being more intrusive than traditional CBT (Jacobson & Gortner, 2000). Thus, as James 
(2001) argues, when working at a schema level it is important to ensure that schema 
identification is a collaborative process, rather than proposed solely by the therapist. 
Moreover, before challenging core schemas, therapists should assess the clients’ 
readiness for such a challenge and provide them with effective coping strategies (James, 
2001).
Critical evaluation of the use of psychopathological classification: The position of 
counselling psyehology
The appropriateness of psychiatric diagnosis and the related topic of the classification of 
people in ‘diagnostic categories’, is a long debated and controversial issue in the history 
of psychology. However, despite the criticism voiced against psychiatric classification, 
DSM criteria are still widely used by professionals as a basis for research, as well as to 
determine the ‘treatment of choice’ and the level of care provided in NHS settings. 
Advocates of the use of diagnostic categories argue that it provides a ‘common language’ 
of communication between professionals. However, a question that arises is how accurate 
and informative actually this ‘language’ is?
Problems with the reliability of diagnoses, as well as the high levels of disorders’ 
comorbidity, challenge the validity of classifications and question their ability to reveal 
anything useful for the individual (Pilgrim, 2000; Schwartz & Wiggins, 1987). For 
example, according to DSM-IV, the diagnosis of major depressive disorder requires the 
presence of five symptoms for at least two weeks. Nevertheless, research findings suggest 
that individuals with less than five symptoms had similar difficulties in psychosocial 
functioning as individuals who met the formal diagnostic criteria (Gotlib, Lewinsohn, & 
Seeley, 1995). Furthermore, mood disorders are characterised by great heterogeneity and 
individuals with the same diagnosis can vary considerably (Davison et al., 2004). In 
addition, some researchers suggested that certain diagnostic criteria of depression appear 
to be gender-dimorphic and that current classification systems favor the “female”
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manifestation of depression (Kuehner, 2003). For example, Angst, Gamma, Gastpar, 
Lipine, Mendlewicz and Tylee (2002) showed that the fewer the criteria required for a 
diagnosis of depression, the closer to one the female-male prevalence ratio is.
Another consideration regarding psychopathological classification is that, although 
diagnoses can sometimes be welcomed by specific clients as they help them define their 
problems (Campbell, 2007), classification may also have a negative effect on a person’s 
life. Public often regards psychiatric diagnoses as labels, frequently associated with 
negative assumptions, that in some settings can lead to social stigmatisation of the 
individual and their families (Wahl & Harrman, 1989).
The controversial topic of diagnosis appears particularly relevant to the nature of 
counselling psychology as a profession. Counselling psychology emphasises the 
importance of the clients’ phenomenological and subjective experiences and the 
significance of the therapeutic relationship (Woolfe & Dry den, 1996). Nevertheless, a 
grounded knowledge and understanding of diagnostic classification systems appears to be 
important as they are often used by other professionals, researchers or even the clients 
themselves. However, in counselling psychology the client’s subjective experience 
combined with contextual information is the key focus and therapeutic work aims at the 
facilitation of well-being and personal development, rather than at ‘treatment of 
pathologies’ (Woolfe, 1990).
Conclusions
In conclusion, the emphasis placed by schema therapy on the therapeutic relationship, as 
well as the integration of several techniques derived from a number of well established 
theoretical models, suggest that schema therapy is a promising integrative approach for 
working with clients suffering long-standing and severe difficulties, such as chronic 
depression. Clinical evidence suggest that schema therapy may actually be the treatment 
of choice for those clients who do not appear to respond to traditional CBT approaches 
and whose difficulties seem to be related to characterological aspects. Nevertheless,
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further research comparing the efficacy of schema therapy with that of other approaches 
has yet to be conducted. Finally, although psychiatric classification is still widely used, 
often guiding decisions regarding therapeutic choices for specific disorders, it should be 
used with caution. Individuals’ subjective experience and life history should be always 
taken into consideration and professional interventions should be tailored to meet the 
particular needs of the individual, placing the person above the diagnostic category or the 
‘treatment protocol’ of a specific therapeutic model.
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ESSAY 3
“Discuss the role of the therapeutic relationship in cognitive-behavioural therapy: 
Implications for understanding and overcoming resistance” 
Introduction
The need to create and maintain relationships is a basic instinct that played a significant 
role in humans’ evolution. According to Clarkson (2003), relationship “seems to be one 
of the principal features in any major change (...) in people’s lives, whether this happens 
as a result of falling in love, being in crisis, educational development, religious 
conversation or effective psychotherapy” (p. 3). The importance of the therapeutic 
relationship was first acknowledged in psychoanalytic literature, but in recent years has 
gathered the interest of researchers and theorists from various traditions who try to 
explore the impact of relationship factors in promoting therapeutic change.
The importance of the therapeutic relationship is highlighted by a substantial amount of 
research findings demonstrating that there is a significant positive correlation between 
therapeutic alliance^ and treatment effectiveness (Bergin & Lambert, 1978; Hill, 1989; 
Horvath & Symonds, 1991; Luborsky, Crits-Christoph, Alexander, Margolis & Cohen, 
1983; Martin, Garske & Davis, 2000). Although the causal relationship between these 
two variables is still controversial, the association between the alliance and the 
therapeutic outcome is found to be stronger than the association between specific 
techniques or theoretical orientations (Horvath & Bedi, 2002). Moreover, recent studies 
suggest that “the causal effects of therapeutic empathy on recovery appear to be large, 
even in a highly technical form of therapy such as CBT (...) a warm and trusting 
therapeutic relationship can significantly enhance treatment and speed recovery, but an 
unsatisfactory therapeutic alliance may have a negative impact on a patient’s self-esteem
* The terms therapeutic relationship and therapeutic alliance are used interchangeably in this 
essay.
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and delay recovery” (Bums & Auerbach, 1996, p. 161). In light of these findings it seems 
essential for all psychotherapy schools to acknowledge the significant role of the 
therapeutic relationship and to clearly incorporate it to their theoretical rationales.
This essay aims to elucidate the character of the therapeutic relationship in cognitive- 
behavioural therapy and to evaluate the role it can play in understanding and overcoming 
difficulties, such as clients’ resistance, during the course of therapy. However, in order to 
provide an appropriate theoretical framework, a brief summary of the cognitive- 
behavioural model will be presented first.
Cognitive-behavioural therapy
The philosophical basis underpinning cognitive-behavioural therapy can be traced back to 
the stoic philosopher Epictetus’ observation that “people are disturbed not so much by 
events as by the view which they take of them” (as cited in Scott & Dryden, 2003, p. 
161). Thus, the aim of cognitive-behavioural therapy is to relieve psychological pain by 
facilitating the change of individuals’ maladaptive beliefs and behaviours (Scott & 
Dryden, 2003). Although the term ‘cognitive-behavioural therapy’ has been mainly 
associated with Beck’s (1976) cognitive therapy, nowadays it is broadly used as an 
‘umbrella’ to describe a number of therapeutic approaches, such as rational emotive 
behaviour therapy (Ellis, 1962), schema therapy (Young, 1994) and dialectical behaviour 
therapy (Linehan, 1993).
Cognitive-behavioural theory suggests that human experience is based on the interaction 
of four interconnected elements: physiology, cognition, behaviour and emotion. Changes 
in any of these elements will result in changes in the other areas too. For example. Beck, 
Rush, Shaw and Emery (1979) argued that emotions and behaviours are determined by 
the way individuals view themselves, the future and the world. As a result, psychological 
disorders such as anxiety and depression are characterised by certain distortions of reality 
based on incorrect attitudes or assumptions (schemas) generated by previous experiences.
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Traditional cognitive-behavioural approaches focused mainly on changing cognitions and 
behaviours through the utilisation of a variety of cognitive and behavioural techniques 
(such as thought diaries and behavioural experiments). Nevertheless, more recently the 
equal importance of emotion, especially for the treatment of personality disorders, has 
been recognised by contemporary models (Scott & Dryden, 2003).
The therapeutic relationship in cognitive-behavioural therapy
Within traditional cognitive-behavioural therapy ‘non-specific’ factors, such as the 
alliance, have been separated from technique which has been seen as the central driving 
force of change. As a result, manualised cognitive-behavioural treatment protocols have 
been developed for several disorders and the role of the therapeutic relationship has been 
sometimes de-emphasised. For example, Ellis (1962) suggested that a warm therapeutic 
relationship is neither necessary nor sufficient and in some cases it might even hinder 
therapeutic progress. According to Beck et al. (1979), a good therapeutic relationship is 
necessary but not sufficient for therapeutic change; an adequate relationship can provide 
the required conditions for the application of technical interventions which are the 
mechanisms that facilitate change.
In light of this view, cognitive-behavioural therapy emphasises the collaborative nature 
of the therapeutic relationship. Client and therapist work together in an effort to 
overcome the client’s problems and achieve specific goals (Beck et al., 1979; Leahy, 
2001). Although cognitive-behavioural therapy has been often criticised as 
disempowering the client through the focus on the therapist’s ‘expert knowledge’ (Miller 
& Rollnick, 1991), a truly collaborative relationship will encourage clients to work 
alongside the therapist and to actively contribute to the therapeutic process. It could also 
be argued that the transparency of cognitive-behavioural methods has a self-help aspect, 
as it encourages individuals to continue working on their difficulties outside the 
therapeutic room and in a sense it empowers them to become ‘their own therapists’.
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The growing body of research findings underlying the importance of relationship factors 
for the therapeutic outcome led to more attention being now given to the role of 
therapeutic relationship in cognitive-behavioural therapy. Second generation schema 
driven approaches place more emphasis on therapeutic relationship as a means to better 
understand clients’ difficulties and as an active mediator for change. Schema therapy, 
developed by Young (1994) is a key example; schema therapy views the therapist -  client 
relationship as a central and essential mechanism to change. The therapeutic relationship 
is regarded as an effective way for assessing schemas and educating the client about 
them. Moreover, a good alliance facilitates ‘empathie confi-ontation’ and promotes 
‘limited reparenting’, “fulfilling in a limited way, the unmet emotional needs of the 
patient’s childhood” (Young, Klosko & Weishaar, 2003, p. 206). In addition, therapists 
are encouraged to acknowledge their own schemas and coping styles and the way they 
might impact on the therapeutic relationship.
In a similar way, in Safran’s and Segal’s cognitive interpersonal model (1990), the 
therapeutic relationship is viewed as an important aspect of the therapeutic process as it 
allows direct access to a person’s ‘maladaptive interpersonal schemas’ and, subsequently, 
provides the opportunity to address them through traditional cognitive-behavioural 
techniques. Another contemporary model that emphasises the importance of the 
therapeutic relationship is dialectical behavioural therapy (Linehan, 1993), a model 
initially developed for the treatment of people with borderline personality disorders. In 
this model the transactional nature of the therapist - client relationship is the focus 
throughout the treatment. The importance of the relationship is acknowledged not only in 
the theoretical framework of the model, but also in a practical level as certain aspects of 
the therapy aim directly to maximise the effectiveness of the therapeutic relationship 
(Swales & Heard, 2007).
Thus, today many cognitive-behavioural therapists consider the therapeutic relationship 
as an integral part of therapy that can be used in conjunction with technique to influence 
the process of change. A containing therapeutic relationship characterised by presence.
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empathy, acceptance and congruence in which clients can feel safe is seen as important to 
maintain engagement in ongoing therapy (Leahy, 2001), trigger greater openness and 
receptiveness to therapeutic tasks (Holtforth & Castonguay, 2005) and facilitate growth 
and well-being by allowing the client experience new ways of relating (Safran & Segal, 
1990).
Difficulties in the therapeutic relationship can be important tools to understand clients 
and the way they engage with others. Understanding, acknowledging and addressing 
difficulties when they occur in the therapeutic relationship is essential for change and 
growth to be promoted. Newman (1994) argued that difficulties in the therapeutic 
relationship might often appear as ‘resistance’ of the client to collaborate with the 
therapist or to fully engage with the therapeutic process. Therefore, any resistance should 
signify to the cognitive-behavioural therapists that there might be some aspects of the 
therapeutic relationship that they need to attend to.
Resistance in cognitive-behavioural therapy
Resistance phenomena are difficult to precisely define as resistance has several 
dimensions. Leahy (2001) defined seven dimensions of resistance, each one reflecting “a 
potentially healthy or adaptive way of functioning” (p. 21). These include validation, 
moral resistance, schematic resistance, victim roles, risk aversion and self-handicapping. 
Moreover, resistance can be expressed in numerous forms and different theoretical 
models conceptualise and respond to them in different ways. Nevertheless, according to 
Newman (2002), what all forms of resistance have in common is that “they either 
temporarily or continuously distract or detract from the process of therapeutic change, at 
the same time providing a potentially rich source of information about the client that can 
be used therapeutically” (p. 167).
While resistance has been a central topic in psychoanalytic psychotherapy, cognitive- 
behavioural approaches to resistance have been less clearly defined. In the early years of
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cognitive-behavioural therapy resistance was often equated to behavioural non- 
compliance. Resistance was conceptualised in terms of ‘counter-therapeutic beliefs and 
behaviours’ (Beck et al., 1979) or, later on, as the clients’ reaction to perceived threats to 
their schemas, often expressed in the form of avoidance or compensation (Beck et al., 
1990; Leahy, 2001). Similarly, Ellis (1985) emphasised in his model the role of 
dysfunctional thinking and suggested that resistance “is often the result of ‘shoulds’, low 
frustration tolerance, unrealistic expectations, absolutistic thinking and ‘other irrational 
beliefs’” (Leahy, 2001, p. 18).
In cognitive-behavioural therapy resistance is often expressed in terms of ‘resistance to 
procedure’ (Leahy, 2001). For example, rather than collaborating in setting agendas and 
focusing on finding ways to resolve their problems, resistant clients may often change 
topics, complain and demonstrate that their problems cannot be solved. Other common 
forms of resistance is failure to complete homework assignments, repeatedly making 
decisions and acting in ways that counteract what was agreed in session, in-session 
avoidance such as lengthy silence, unreasonable demands placed on the therapist, 
attempts to prolong therapy excessively or interruptions in therapy such as cancellations 
or premature endings (Newman, 2002).
Traditionally, cognitive-behavioural approaches suggested that, when faced with 
resistance, therapists should respond by continuing applying standard cognitive- 
behavioural techniques aiming at challenging cognitive distortions. However, nowadays 
that the therapeutic relationship is acknowledged as an active component of change there 
has been a shift towards emphasising the importance of joining, exploring and addressing 
resistance in light of relational aspects rather than simply challenging it (for example, see 
Leahy, 2001). For example. Young and his colleagues (2003) suggest the use of 
‘empathie confrontation’ as a means of dealing with resistance in therapeutic relationship. 
The therapist firstly empathises with clients and validates their feelings and reactions by 
understanding them in light of the clients’ life histories and experiences and, then, helps 
them challenge inaccuracies in their beliefs.
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Moreover, it has been suggested that therapists should be able to observe their own 
feelings and reactions towards their resistant clients and also to be able to examine and, 
when this is the case, own some of the responsibility for possibly incorrect judgements 
and averse emotional reactions that may have also triggered clients’ resistance. Reflection 
and supervision can help the therapists identify their own feelings and their personal 
experience of the therapeutic relationship and then address them with their clients 
(Newman, 2002; Wills & Sanders, 1997).
In summary, although the utilisation of standard cognitive-behavioural techniques can 
undoubtedly be useful in helping clients overcome their resistance and change behaviour 
in therapy, the relationship is an important source of information about the clients’ 
vulnerabilities and possibly compensatory, maladaptive strategies. In order to illustrate 
how addressing difficulties in the therapeutic relationship can be helpful in understanding 
and overcoming resistance in cognitive-behavioural therapy an example from my clinical 
work from a cognitive-behavioural perspective as a member of a Primary Care Mental 
Health Team (PCMHT) in the UK will be presented. The client’s name and other 
identifying information have been changed in order to ensure confidentiality.
The case of Mrs Brown
Mrs Brown is a married, white-British woman in her mid-forties who presented with a 
long history of anxiety and panic attacks. Working within a cognitive-behavioural 
framework the aim was to help Mrs Brown manage her panic attacks and reduce the 
intensity of her anxious feelings. Exploration of her cognitions had revealed schemas 
related to her view of herself as ‘vulnerable’ and ‘incompetent’ and of the world as an 
‘insecure place’. These schemas seemed to be related to her traumatic experience of 
being repeatedly abused as a young child by a member of her extended family, the 
witnessing of verbal abuse in the parental dyad, her often critical and unaffectionate 
parenting and her competitive relationship with her older sister.
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The initial stages of therapy were spent socialising Mrs Brown to the cognitive- 
behavioural model and working together towards understanding how her current 
problems developed and what might be possible maintaining factors. Although I tried to 
emphasise the collaborative nature of our relationship early on in therapy, in retrospect 
supervision and personal reflection helped me to acknowledge that perhaps Mrs Brown’s 
sense of vulnerability might have triggered my own need to be helpful, resulting in a 
belief that‘T must do my best to help her”. This might have also been related to my own 
view of myself as ‘incompetent’ at that time, as Mrs Brown was one of my first clients 
with whom I worked using a cognitive-behavioural approach. As a result, at times I had 
been more directive than I would usually be, perhaps resulting in her experiencing me as 
‘the expert’.
Mrs Brown was very compliant, coming on time and keeping her appointments. 
However, when I asked her to keep a thought diary as homework, she cancelled the next 
session saying she was ill. Nevertheless, when we next met Mrs Brown revealed that the 
illness was an excuse; she reported she had been feeling rather anxious about completing 
the homework. Using some cognitive-behavioural techniques such as Socratic 
questioning I tried to identify and challenge her negative automatic thoughts about her 
fear that she would not be capable to complete the homework in the right way and I tried 
to explain clearly what was involved in the homework. Mrs Brown responded saying that 
she understood her fear was ‘stupid’ and that keeping a diary is easy and actually 
something she used to do anyway, but she still felt anxious about it.
At that point I felt that her resistance might indicate something more than her anxiety for 
engaging in a new task. Thinking of her schemas I attended to our relationship, asking 
Mrs Brown about whether perhaps she felt anxious about having to share her homework 
with me and worried about what I might think of her. Addressing these issues in what I 
hope was an empathetic and congruent manner, enabled Mrs Brown to share with me her 
real worries. It became obvious that despite my attempt to underline the collaborative 
nature of our relationship and the self-help character of the model, Mrs Brown had felt as
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if I was the ‘teacher’ who had the expertise knowledge regarding her problems and she 
was the ‘student’ who had to learn from me. As a result, when she was assigned 
homework her schema of ‘incompetence’ was activated and she felt anxious that she may 
not be able to come up to my expectations, resulting in me considering her ‘stupid’ and 
‘not good enough’.
In this case exploring and understanding resistance as reflective of difficulties in the 
therapeutic relationship proved very helpful. It provided a rich source of information 
about the way Mrs Brown related to others and enabled us to understand the real roots of 
her resistance. Furthermore, exploration and acceptance of my own feelings, assumptions 
and schemas activated in the therapeutic interaction increased my awareness regarding 
my counter-transference reactions and their possible impact on the therapeutic process. 
Thus, we were able to attend at these problems at an early stage and develop an open, 
mutually trusting and collaborative working alliance, setting the basis for promoting 
therapeutic change.
Conclusion
Cognitive-behavioural therapy has undergone significant developments in the ways it 
views the role of the therapeutic relationship. Moving on from the traditional view of the 
therapeutic alliance as a necessary prerequisite for the implementation of specific skills 
and techniques but not as a sufficient condition for change, second generation cognitive- 
behavioural therapies conceptualise the therapeutic relationship as a supreme arena for 
facilitating change. Moreover, the commonly met phenomenon of resistance can be better 
understood and co-occurring difficulties can be easier overcome if they are also explored 
in light of the relationship between the therapist and the client. When resistance occurs, it 
is important for the therapist to develop an empathetic and accurate understanding of the 
client’s resistance to change in order to make therapy a more educative and nurturing 
experience for the client.
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A close examination of the therapeutic relationship by carefully tracking the negotiation 
process between the two parties (therapist and client) can offer the opportunity to 
understand and work through resistance without jeopardising the working alliance and 
the potential effectiveness of the treatment. Attending to clients’ core schemas as they 
might be played out in the therapeutic relationship, as well as self-reflection and effective 
use of supervision, are important tools that can help the therapist understand the 
interaction with the client in order to promote growth and constructive change. These 
developments in contemporary cognitive-behavioural therapy are also consistent with the 
very nature of the professional identity of counselling psychology where attending to the 
therapeutic relationship is viewed as the most important aspect, regardless of the chosen 
therapeutic approach (Strawbridge & Woolfe, 2003).
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INTRODUCTION TO THE THERAPEUTIC PRACTICE DOSSIER
This dossier is related to the clinical experience gained over the three years of training on 
the PsychD in Psychotherapeutic and Counselling Psychology course. It includes an 
overview of the different clinical placements and the client groups I worked with. In 
addition, it contains my ‘Final Clinical Paper’ which demonstrates my personal and 
professional development as a counselling psychologist through the discussion of my 
clinical work, engagement with theory and research, supervision, personal therapy and 
other life experiences.
As with all the material presented in the portfolio, any information pertaining to clients 
within this section has been kept to a minimum or disguised in order to preserve clients’ 
anonymity and confidentiality. Confidential files with further details of client studies, 
process reports, log books and supervisors’ reports are kept in the Department of 
Psychology at the University of Surrey.
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CLINICAL PLACEMENTS
Across the three years of my training I worked both in NHS and non NHS settings, 
practicing in three different therapeutic models (person-centred, psychodynamie and 
cognitive-behavioural). Over these years I gained valuable experience of individual and 
group work, developed my psychological assessment skills and had the opportunity to 
organise and deliver psychoeducational workshops. In all placements I was supervised by 
a qualified experienced practitioner, I kept log books about my case load and my progress 
was monitored through process reports and client studies. The following constitutes a 
brief description of my placements and the range of clients I worked with
First Year: Primary Care Service
My first year placement involved working two days per week in a Primary Care Service 
of a NHS Trust. The service was attached to a general practice surgery, located in a 
suburban area at the South-East of England. The team based at this surgery included five 
general practitioners, two practice nurses, various practice staff and auxiliary health 
workers, one counsellor, a counselling psychologist and four part-time receptionists. The 
counselling/ psychology service had an approximately four months’ waiting list and 
offered short term therapy, typically six sessions plus an initial assessment session, to 
adult clients suffering with mild to moderate psychological difficulties. The socio­
economic status and cultural background of the clients varied, but all referrals to the 
counselling/ psychology service were registered clients of the GP practice.
My responsibilities included conducting psychological assessments and providing 
individual short term therapy. Clients’ presented with a variety of issues such as 
depression, anxiety disorders, low self-esteem, relational problems, health concerns, 
sexual abuse, lifecycle issues and existential angst. In my practice I was principally 
informed by the person-centred model, but some cognitive-behavioural techniques were 
integrated when appropriate according to individual clients’ needs. My work was
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supervised by a chartered counselling psychologist who offered individual, weekly 
supervision of an integrative nature.
During this placement I attended two team meetings of the Trust’s counselling/ 
psychology primary care services. This experience helped me understand better the 
context of my placement and the way primary care settings are organised and managed. 
Moreover, I had the opportunity to participate in one day training on ‘How to Talk about 
Sex in the Counselling Room’ which enabled me built my awareness about possible 
psychosexual difficulties experienced by clients.
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Second Year: University Counselling Service
In my second year I worked as a trainee counselling psychologist in a University 
Counselling Service. The counselling team consisted of the head manager of the service, 
an assistant head manager (both chartered psychologists), five psychotherapeutic 
practitioners - all of whom were chartered psychologists, psychotherapists and qualified 
counsellors - a peer support co-ordinator, a mental health adviser, an international student 
adviser, four study advisers and two secretaries/receptionists. The psychotherapeutic 
practitioners worked within a variety of therapeutic approaches between them 
psychodynamie, person-centred, cognitive-behavioural and integrative.
The counselling service was open to all staff and students of the university and offered 
mostly short-term contracts (between 6 and 12 sessions), but also longer term contracts 
(up to an academic year and occasionally longer) for clients with more complex needs. 
Most of the times the service was readily accessible and effort was made to keep waiting 
list for appointments to a minimum. Clients came to the service either through self­
referral or after being referred by the university GP or their tutor/supervisor.
My clients were undergraduate and postgraduate students, from diverse cultural 
backgrounds, between the ages of eighteen and twenty six. Their presenting difficulties 
ranged from depression, stress and anxiety to issues related to personal relationships and 
family dynamics, trauma and self-harming behaviours. Within this service I carried out 
psychological assessments of my clients and I worked both in a short-term (6 to 8 
sessions) and in a longer-term framework, seeing clients for the duration of their 
academic year. My practice was principally informed by psychodynamie theories, 
although with some understanding of integration in the context of student issues. 
Supervision was provided on a weekly basis by a psychoanalytically trained 
psychotherapist. In supervision I presented and discussed verbatim transcripts of sessions. 
The emphasis was on developing my ability to work with unconscious communications 
as they unfold in the transference.
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Moreover, I attended weekly staff and clinical team meetings, discussing clients and 
possible referrals as well as organisational/managerial issues. I also attended a seminar on 
‘Emotional Freedom Technique’ and a demonstration of ‘Beating the blues’ interactive 
computer-based CBT program. Finally, I co-organised a one day workshop on 
‘Confidence Building’ in collaboration with a counselling psychologist in the team.
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Third Year: a) Primary Care Mental Health Team
The main setting for my third year placement was a Primary Care Mental Health Team of 
a large NHS Trust in the South-East of England. The team was multi-disciplinary and 
included psychiatrists, clinical and counselling psychologists, mental health nurse 
practitioners, occupational therapists, community support workers, social workers, an 
assistant psychologist, a trainee clinical psychologist and administration/secretarial staff. 
Adult clients (aged eighteen to seventy) with moderate to severe mental health difficulties 
were referred to the team by their GPs. Then clients were referred to psychology, either 
by a mental health practitioner who conducted their initial assessment or by their care co­
ordinator within the team.
Following their referral clients were put on the psychology waiting list and were assessed 
by one of the psychologists in the team, included myself. If deemed appropriate for 
psychological input clients were offered an initial contract of six sessions. The number of 
sessions agreed was then extended, depending on the severity of each client’s needs and 
their engagement in therapy. Clients with moderate difficulties were normally offered up 
to 12 sessions, but clients with more complex and severe presentations were seen for 
longer, at times up to a year, if beneficial.
Within the team I worked therapeutically mainly from a cognitive-behavioural approach 
with elements of integration when appropriate. However, the utilisation of cognitive- 
behavioural techniques was always based on the development of a strong and safe 
therapeutic relationship which remained the basic focus of my practice. The clients on my 
ease load presented with moderate to severe and enduring issues which included 
depression, anxiety disorders (panic attacks, generalised anxiety disorder and phobias), 
personality difficulties, auditory hallucinations and trauma related to sexual abuse. In 
addition to psychological assessments and individual work, I set up and led an eight week 
cognitive-behavioural group on self-esteem for secondary care clients in collaboration
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with a mental health nurse practitioner. I also co-facilitated with a trainee clinical 
psychologist workshops on anxiety management.
My individual and group work was supervised on a weekly basis by a chartered 
counselling psychologist whose primary therapeutic orientation was cognitive- 
behavioural. In addition to this, I participated in a monthly cognitive-behavioural 
supervision group, open to staff of the team, facilitated by my supervisor. Moreover, I 
regularly liaised with other professionals within the multidisciplinary team with regards 
to client work. During this placement, I attended on a regular basis the monthly 
psychology business meetings where Trust and service related issues (e.g. service 
delivery and service evaluation) were discussed. I also participated in a team 
multidisciplinary meeting and three adult mental health meetings of the Trust.
Additional placement activities included a day of home visits with the crisis advisor 
within the team. Furthermore, I attended lectures on ‘Clinical Risk and Assessment 
Management’, ‘Dialectical-Behavioural Group Therapy’ and ‘First Steps Interventions’ 
which were presented as part of the team’s monthly academic programme. Finally, I 
participated in three seminars on ‘Systemic and Narrative Forum -  Reflective Practice’ 
offered to psychologists within the Trust.
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Third Year: b) University Counselling Service (part-time, short term placement)
In addition to my main placement, in my third year I also worked for one semester in my 
previous placement setting at the University Counselling Service, seeing clients one day 
per week. During my time there I offered time-limited therapy (8 sessions) to both 
undergraduate and postgraduate university students presenting with mild to moderate 
psychological difficulties, such as anxiety and exam stress. I used a client centred 
approach, adjusting my practice according to the needs of the individual client, but I 
worked primarily within a cognitive-behavioural framework. My practice was supervised 
by a chartered counselling psychologist with a cognitive-behavioural orientation. The 
emphasis of supervision was on delivering effective brief therapy catering for students’ 
needs.
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FINAL CLINICAL PAPER 
“Living in a multi-cultural society: An account of my training as a counselling 
psychologist” 
Introduction
This paper aims to provide the reader with a retrospective account of my personal and 
professional development as a counselling psychologist. In my attempt to achieve that I 
have become aware of the parallels between the experience of trying to establish my own 
identity as a professional in the field of counselling psychology and my experience of 
moving from Greece, a relatively small country where I was bom and I have lived for 
most of my life, to England three years ago when I started my training.
Moving away from the ‘secure base’ of my family and close friends was not an easy 
decision to make; I can recall feeling anxious about the challenges I would have to face 
trying to create and adjust to a new life here. At the same time, though, I was excited 
about the prospect of living in a country where I could get in contact with people from 
several, often quite diverse, cultural backgrounds. Ever since I remember myself I have 
been fascinated by the plurality and diversity of human experience and I have always 
sought opportunities that would allow me to expose and familiarise myself with new 
cultures and their customs, in an attempt to broaden my horizons and increase my 
understanding of human nature. Indeed, living in the English multi-cultural society I have 
met people from different countries and we have exchanged captivating experiences and 
world views. Although there were times that living away from my familiar environment 
was not easy - 1 can definitely recall moments of extreme homesickness, especially when 
I encountered personal challenges and crises - 1 believe that this experience has initiated a 
significant process of personal growth; I feel that the exposure to such diversity has 
broadened my perspective and tolerance, has made me more open-minded and sensitive 
to the importance of subjective experience and has enriched my existence.
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In a similar way, during these three years of training in counselling psychology I have 
familiarised myself with a number of theoretical models, often feeling like being 
introduced to new cultures that co-exist in the same society which sometimes hold 
diverse views about human nature and express themselves in different languages. 
Occasionally I have felt frustrated trying to practice into frameworks and make sense of 
discourses which at times felt diametrically opposed to one another. However, I feel that 
the exposure to various models and theories and the gradually gained ability to critically 
evaluate and integrate different positions of knowledge has enabled me to conceptualise 
clients’ difficulties from a multiplicity of different perspectives and has enhanced my 
understanding of human nature in a way that no single approach would have offered me.
It is important to emphasise at this point that I view my development as a counselling 
psychologist as an ongoing, dynamic process. Thus, in the paragraphs that follow I hope 
to describe who I am as a practitioner at this point in time. In an effort to achieve this 
ambitious task, I will reflect upon the various aspects of my training experience that have 
influenced the acquisition of my present position. More specifically, I will discuss how 
my clinical practice, research, supervision and personal therapy have contributed to the 
shaping of my professional identity as it stands at the end of the three years of my 
training. Firstly though, I would like to begin my narrative by providing the reader with 
some information about my previous experiences, my personal world view and values 
that I feel are the ‘customs of my culture’ that I brought with me when I embarked on my 
training. In addition, I would like to briefly describe how I see counselling psychology as 
a profession, in order to provide an appropriate context for what is to follow.
Where I come from: My ‘cultural bacl^round’ and my relationship with 
counselling psychology
I have always considered myself as an introspective, reflective and deeply relational 
person with a passionate interest in how humans interact and relate not only to each other, 
but also to their broader environment and their own selves. In that respect, I share the
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view that human beings are deeply relational from the beginning of their lives (Bowlby, 
1988) or, to borrow Clarkson’s words (1996, p.2), I believe “we are bom of relationship, 
nurtured in relationship, and educated in relationship”.
I first became interested in the discipline of psychology when I was 17 and I had some 
lectures at school. My interest grew as I started reading more about psychological 
theories and I finally did a bachelor’s degree in psychology at the Aristotle University of 
Thessaloniki. During my time there I was exposed both to the positivist and the 
postmodern relativist epistemological positions. On one hand I was taught the ‘hard 
science’, with emphasis on biology, neuroscience, psychometrics and quantitative 
research; on the other hand, I was introduced to the values of humanistic psychology 
(Rogers, 1951), the phenomenological and existential paradigms (Spinneli, 2005; Yalom, 
1980) and qualitative research.
My previous clinical experience also spanned both approaches. My role as an assistant 
psychologist at a children’s psychiatric hospital often involved psychometric assessments 
and clinical diagnoses according to the medical model. On the contrary, my participation 
in a de-institutionalisation community programme for patients with chronic, acute mental 
health problems, within the frames of a deeply humanitarian approach, helped me realise 
the importance of breaking away from ‘labels’ and established traditions in order to value 
the individual. Thus, early on in my career I became aware of the different stances 
encountered in the field of psychology, I learned to value diversity in opinions and I 
started thinking of how different views could be integrated in order to better inform my 
practice.
Counselling psychology appealed to me as its identity is deeply rooted in the humanistic 
and phenomenological tradition that emphasise the importance of the therapeutic 
relationship, placing it at the centre of the therapeutic endeavour (Strawbridge & Woolfe, 
2003; Woolfe 1996). This does not only match my own views, but is also supported by 
the expanded body of research findings suggesting that the quality of the relationship is
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the most important predictor of the effectiveness of psychological therapy (Clarkson, 
2003; Orlinksy, Grawe, & Parkes, 1994). Moreover, counselling psychology promotes 
the respect for the uniqueness of the individual and their phenomenological experience 
(Woolfe, 1996), a position that fits well with my personal stance. Furthermore, in 
counselling psychology the emphasis is on the facilitation of clients’ well-being and 
personal growth instead of ‘curing’ their psychopathology (Farrell, 1996; Strawbridge & 
Woolfe, 2003), a characteristic that, in my view, distinguishes counselling psychology 
from other professions which adopt the medical model of illness.
Nevertheless, the emphasis that counselling psychology places on individuals’ 
phenomenological experience and on the centrality of the therapeutic relationship as a 
medium to facilitate change by no means imply that scientific research and psychological 
theoiy is ignored. According to the professional guidelines for practice of the BPS 
division of counselling psychology (2005, p.l), “counselling psychology draws upon and 
seeks to develop phenomenological models of practice and enquiry in addition to that of 
traditional scientific psychology. It continues to develop models of practice and research 
which marry the scientific demand for rigorous empirical enquiry with a firm value base 
grounded in the primacy of the counselling or psychotherapeutic relationship”. Therefore, 
it adopts the model of the scientist-practitioner (Corrie & Callahan, 2000; Strawbridge & 
Woolfe, 2003) that is “an integrated approach to knowledge that recognizes the 
interdependence of theory, research and practice” (Meara et al., 1988; p. 368). Moreover, 
counselling psychology embraces the model of the reflective practitioner (Schon, 1987), 
encouraging “reflection-on-action” and “reflection-in-action” (Strawbridge & Woolfe, 
2003; p. 6) in clinical practice and highlighting the importance of self-awareness (Lane & 
Corrie, 2006).
Personally, I see both models as integral part of my professional identity. In accordance 
with the scientist-practitioner model, throughout my training I have tried to critically 
evaluate and use psychological research in order to inform my practice. The training that 
the course offered me both in qualitative and quantitative research methods has clearly
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contributed to my ability to integrate psychological theories and research in my practice 
in an informed manner. For example, I have chosen to adopt a cognitive-behavioural 
approach with clients presenting with panic disorder, as research findings and NICE 
guidelines suggest that cognitive-behavioural therapy (CBT) should be the treatment of 
choice (Black, Wesner, Bowers, & Gabel, 1993; Clark, Salkovskis, Hackmann, 
Middleton, Anastasiades, & Gelder, 1994; NICE, 2007). In addition, I believe that the 
effective use of supervision, personal therapy and participation in an experiential group 
have increased my awareness of my internal processes and their potential impact on my 
work with clients and have facilitated my development as a reflective practitioner.
Having given a sense of my background and of my current view of counselling 
psychology as a profession, I will now offer an account of my clinical work with clients 
over the three years of my training.
Training experience: Familiarising myself with various cultures
Counselling psychology as a discipline is committed to developing integrative 
practitioners with knowledge and understanding of several models of psychological 
therapy (Woolfe, Dryden, & Strawbridge, 2003). During my training I have been exposed 
to three different ‘cultures’ and their ‘traditions’: the humanistic, psychodynamie and 
cognitive-behavioural paradigm. I feel that the exposure to the theoiy and practice of a 
different approach each year allowed me to gain a sound understanding of the different 
‘language’ and the ‘customs’ of each model. At the same time, the philosophy of the 
course encouraged the critical questioning of each approach and the consideration of 
alternative views. Thus, although I often had to work therapeutically from a relatively 
pure perspective, I never considered one approach as holding the ‘absolute truth’.
I hope that the description of my therapeutic practice in each year of my training, 
illustrated by examples of my work with clients, will provide the reader with a clear 
picture of how various aspects of the humanistic, psychodynamie and cognitive-
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behavioural traditions have influenced my practice and how I have come to integrate 
characteristics of these different cultures I have been exposed to in the development of 
my own identity as a counselling psychologist. In order to protect clients’ confidentiality 
all client names and other identifying information have been changed throughout this 
paper.
Year 1: The humanistic model
During my first year of training I worked in a Primary Care Service at a local GP surgery. 
My clinical practice was primarily influenced by the humanistic tradition and more 
specifically by Roger’s (1951; 1957; 1961) person-centred approach. According to this 
paradigm humans have an innate tendency towards growth of self-actualisation (Rogers, 
1961) and psychological difficulties arise when individuals, based on their internalised 
‘conditions of worth’, distort or deny aspects of their current awareness. Thus, the 
provision of a therapeutic relationship characterised by Roger’s (1957) six ‘core 
conditions’ (e.g. empathy, congruence, unconditional positive regard) is considered 
‘necessary and sufficient’ for the promotion of therapeutic change (Meams, 2003; 
Meams & Thome, 1999).
The values of the humanistic tradition match my personal world view. Therefore, being 
introduced to this model first felt like a gently welcome to the ‘multi-cultural’ society of 
counselling psychology by a culture that felt familiar and I was at ease with. Roger’s 
(1957) core conditions provided me with a safe framework and, after overcoming my 
initial anxiety as a novice therapist, I gradually allowed myself to be with my clients in 
each moment, being guided by the ‘lived immediacy’ (Spinelli, 1997) of the therapeutic 
encounter. This way of working has been both a rewarding and a demanding experience; 
it confirmed the importance of the therapeutic relationship and taught me to contain my 
own impatience and tmst the therapeutic process, respecting the clients’ authority about 
their presenting difficulties as well as their readiness to address them (Bryant-Jefferies, 
2003; Meams & Thome, 1999). I believe this is well exemplified in my work with Ms. C.
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Ms. C., aged 40, presented with depression related to issues around her appearance after 
gaining weight due to a medical condition. According to her GP her medical condition 
was stable at the time and her depressive symptoms were not related to it. Working into a 
humanistic framework, my aim was to provide Ms. C. with a safe and secure therapeutic 
relationship where she could express her feeling about her medical condition and the 
change this has brought to her appearance and explore the meaning that this change may 
hold for her. During our work though, it became apparent that the change in Ms. C.’s 
appearance marked a deeper loss; Ms. C. had been abused in a young age and thereafter 
she has used her well-groomed appearance as a ‘mask’ in order as she said to prevent 
others from seeing “what she really is like underneath”. Initially Ms. C. put on a similar 
mask in her relationship with me too; she used to present with ‘a brave face’ and talked 
about her experiences without allowing herself to connect with her internal pain. 
However, my empathie understanding and the provision of a relationship where she felt 
safe and accepted allowed Ms. C. to gradually open up, express her thoughts and feelings 
and gain insight into their deeper meaning. This experience enabled her to grieve for her 
past trauma and the loss of her previous self and make the first steps towards accepting 
her ‘new self, feeling at ease again with her appearance.
Despite valuing the humanistic approach and the unique relational experience it offered 
me there were occasions were I felt that, especially when working in a time-limited 
framework, more structured approaches could prove beneficial in helping clients manage 
their difficulties. For example, with clients that presented with intense anxiety I found 
useful employing some behavioural techniques, such as relaxation and I often used the 
cognitive model of panic (Clark, 1986) in order to help clients experiencing panic attacks 
understand their catastrophic misinterpretations of their body sensations. This does not 
mean I would ignore their phenomenological experience; on the contrary, I always 
considered clients’ unique presentation, their personal history and our therapeutic aims in 
conjunction with guidelines of evidence-based practice in order to make an informed 
decision in choosing an appropriate treatment plan.
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Year 2: The psychodynamie model
In the second year I worked at a University Counselling Service. I found that experience 
very interesting and stimulating as clients were at a transitional period, with a lot of 
changes occurring in their lives. At the same time this was one of the most challenging 
placements for me because of the identification with the clients due to the often shared 
life stage and the student status. Furthermore, I learned how contextual issues, such as 
academic work load, may impact on the therapeutic work.
My orientation during this year was psychodynamie. At the outset of training the majority 
of psychodynamie theories appeared to me as the most foreign culture I would have to 
familiarise myself with. Initially the psychodynamie language felt alien and somewhat 
pathologising to me. Another thing that confused me was the ‘sub-cultures’ of the 
psychodynamie theories and how different they appeared to be (e.g. Freudian and object- 
relation theories). The main challenge for me that year was to find a balance between 
using the humanistic principles as the basis for my praetice, while at the same time 
achieving an understanding of clients with the lens of a psychodynamie therapist. To 
exemplify how I applied this in practice, I will discuss my work with Miss B., a woman 
in her early 20’s.
Miss B. presented feeling depressed because of long-standing difficulties in relation to 
her family life and specifically to her conflicting relationship with her mother. As it 
turned out during the assessment interview, Miss B. was brought up in an unstable family 
environment. She had hardly any contact with her father and had developed what 
appeared to be an insecure/ambivalent pattern of attachment to her mother (Bowlby, 
1980; 1988), accompanied by a sense of inner failure to obtain the uneonditional love of 
the significant other and an internalised fear of abandonment. Her childhood experiences 
had shaken her trust in close relationships, as she developed an ‘internal working model’ 
(Bowlby, 1988) of expecting to be let down in her relationships with significant others. 
Her reluctance to trust others was inevitably re-enacted in the context of the therapeutic
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relationship. In the beginning of therapy Miss B. was openly doubtful about the potential 
value of psychological therapy and feared the possibility of becoming more upset. 
Moreover, she was concerned about my therapeutic experience due to my trainee status. 
Employing a humanistic approach, I was able to acknowledge the reality of her concerns 
about engaging in therapy and about my qualifications in an empathetic and non­
defensive way which enabled Miss B. to express her anxieties openly and reassured her 
about my ability to understand her. On the other hand, with use of supervision, I was able 
to understand her ambivalence in the light of transference. I interpreted her ambivalence 
as a fear to invest in the therapeutic relationship in case I was going to let her down. 
Moreover, Miss B. was afraid of facing the traumatic elements of her early relationships, 
as she was scared that this would ‘destroy’ her. Sharing my understanding with Miss B. 
helped her became more aware of her unconscious processes that interfere with her 
behaviour and she finally decided she wanted to continue counselling. Moreover, our 
interaction proved to be a ‘corrective emotional experience’ (Kahn, 1997) for Miss B. 
that disconfirmed her belief that relationships cannot survive negative feelings. As 
Winnicott suggested (1977), positive change comes through the therapist’s ability to 
survive the client’s attacks without retaliating.
The psychodynamic belief that individuals’ views of the world and their place within it is 
fundamentally shaped by their early experiences is one that I agree with and it has been 
confirmed by my growing body of experience with clients. Thus, irrelevant of the model I 
am working in, I have found it useful to conceptualise clients’ presenting concerns in 
terms of their early experiences. Moreover, object-relation theories (Balint, 1968; 
Bowlby, 1988; Fairbaim, 1952; Klein, 1975; Winnicott, 1965), which perceive human 
beings as fundamentally social and they place relationships “at the heart of what it is to 
be human” (Gomez, 1997, p. 1), have provided me with a psychodynamic framework that 
fit my world-view and has proved invaluable in my efforts to integrate ideas of the 
humanistic, psychodynamic and cognitive-behavioural models.
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Year 3: The cognitive-behavioural model
For my third year placement I worked in a Primary Care Mental Health Team offering 
both short and longer term therapy to clients presenting with a great range of, often 
chronic and complex, psychological difficulties. This placement offered me a valuable 
experience of the NHS and a better understanding of the nature of the work and the 
difficulties that can occur in a multi-disciplinary team. Moreover, it helped me enhance 
my professional skills by working aside with other mental health professionals. During 
this year, I also worked for one semester in my previous placement at the University 
Counselling Service, offering time-limited therapy (8 sessions). My orientation in both 
settings was mainly cognitive-behavioural (Beck, 1976).
My previous experience had taught me the importance of valuing clients’ individuality 
and the significance of the therapeutic relationship. Thus, in approaching cognitive- 
behavioural therapy (CBT) I was worried whether I would be able to continue working in 
that way due to the model’s emphasis on technique and manualised treatment. Sharing 
this concern with my supervisor helped me ease my worries; my supervisor, being a 
counselling psychologist herself, acknowledged the value of the therapeutic relationship 
and the need for integration at times. Through my exposure to recent developments in the 
cognitive paradigm (e.g. Beck, 1995; Safran & Segal, 1990; Young, 1994) I understood 
that cognitive theorists acknowledge the importance of early experiences in the 
development of dysfunctional assumptions or maladaptive schemas and contemporary 
CBT highlights the significance of the therapeutic relationship (Gilbert & Leahy, 2007). 
According to Bannan and Malone (2002; p.95), “the therapeutic relationship can offer the 
patient a form of re-parenting where their schemata can be directly challenged in the 
relationship with the therapist”. Thus, while employing a CBT approach, the therapeutic 
relationship was still placed at the heart of my therapeutic practice. My work with Mr. 
M., a 44-year-old man, is an example of this way of working.
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Mr. M. presented with a long-standing history of re-current depression and past suicidal 
attempts. Being aware of outcome studies recommending CBT as the treatment of choice 
for depression (Roth & Fonagy, 2005) and in accordance with my supervisor’s guidelines 
and the placement’s requirements, I decided to employ a structured approach focusing on 
emotional regulation, behavioural activation and thought challenging. As our work 
progressed, it became apparent that Mr. M.’s early experience of inconsistent and critical 
parenting have resulted in him developing strong schemas of ‘defectiveness’, 
‘abandonment’ and ‘emotional deprivation’. Thus, I felt that a schema-focused approach 
would be more beneficial to him. By working collaboratively we managed to reach a 
shared formulation about how his developmental history has influenced his beliefs and 
the impact that this had on different aspects of his life. Our understanding increased as we 
examined his schemas in light of the therapeutic relationship. For example, Mr. M. was at 
times hesitant to report what he regarded as ‘failures’ (e.g. difficulties with completion of 
homework) as, based on his schema of defectiveness, he feared he would let me down as 
he was not a ‘good enough client’. The identification of Mr. M.’s schemas helped us 
understand the transferential dynamics in our relationship and overcome these obstacles 
in our work. As a therapist, I tried to provide Mr. M. with a ‘limited reparenting’ (Young, 
1994) relationship that would challenge his maladaptive schemas by being accepting, 
validating and nurturing. At the same time I employed a stance of ‘empathie 
confrontation’ (McGinn & Young, 1996) and I used standard cognitive techniques to help 
him challenge his schema driven thoughts and perceptions. Gradually, Mr. M.’s 
depressive symptoms abide, his inter-personal relationship started to improve and he felt 
he started regaining control over his life.
Familiarising myself with the CBT model, I came to appreciate the benefits of this 
approach. I particularly favour the emphasis on the development of a transparent, 
collaborative relationship between client and therapist and the utilisation of a ‘user- 
friendly’ language as I feel they reduce the power imbalance in the therapeutic dyad. 
Moreover, clients often come to therapy in crisis needing something tangible for 
immediate containment that neither humanistic nor psychodynamic models seem to offer.
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For example, Mr. K., a client who presented with depression exacerbated by financial 
difficulties, appeared to benefit jfrom some initial problem-solving sessions before we 
were able to work towards addressing the deeper roots of his inner conflicts.
Before I attempt to provide an overview of how I see myself as a counselling 
psychologist at this point in time, I feel it is essential to acknowledge the important role 
that supervision and personal therapy have played in my professional and personal 
development.
Supervision
My working relationship with each of my supervisors has furthered my understanding of 
different models of therapeutic practice. During my training I have experienced my 
supervisors as representatives of the new culture I had to familiarise myself with each 
year. By sharing their knowledge as well as their lived experience they introduced me to 
the local traditions, the customs and the language of their culture, guiding and supporting 
me through the new experience.
The genuinely relational and truly validating style of my first year supervisor eased my 
initial anxiety and helped me feel ‘safe’ in our working relationship. Therefore, I was 
able to share the insecurities and doubts I had as a novice practitioner, an openness I 
maintained in my approach to supervision throughout my training. Our honest 
communication and her support helped me to gradually improve as a therapist and build 
my confidence and enabled me to be more congruent with my clients, feeling at ease 
being with them in each moment of their experience.
My psychoanalytic supervisor in the second year of my training helped me overcome my 
pre-existing reservations and challenge my assumptions regarding the psychodynamic 
model. She helped me understand that being a psychodynamic therapist does not 
necessarily mean that you have to be a ‘blank screen’ and she facilitated my appreciation
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of the dynamics and the unconscious communications emerging in the therapeutic 
relationship and the creativity of psychodynamic theories.
In a similar way, my third year supervisors provided me with a space where I could 
explore, question and evaluate my interventions with my clients and helped me develop 
my ability to practice within a CBT framework. They equipped me with a sound 
understanding of the appropriate use of CBT techniques, while at the same time kept an 
open attitude with regards to what works in therapy and prioritised the importance of the 
therapeutic relationship, especially when working with complex clients with chronic 
difficulties.
Looking back, I feel grateful to all my supervisors as they respected my individuality and 
helped me learn how to apply my theoretical knowledge to practice without sacrificing 
my personal style. With the provision of their support, guidance and challenge they 
helped me increase my ability to reflect on my practice, acknowledge my strengths and 
my weaknesses and develop my own ‘internal supervisor’ (Casement, 1985). 
Furthermore, my participation in group supervision throughout the course was an 
invaluable experience. The opportunity to share views with my colleagues and 
conceptualise clients from different perspectives provided me with a more holistic view 
of my clients’ presenting difficulties and progressively enabled me to move towards 
theoretical integration.
Personal therapy
Personal therapy supported me through the major part of my training and has been 
another crucial factor that has contributed to my growth both as a counselling 
psychologist and as a person. My therapist’s orientation was integrative and she was 
mainly informed by psychosynthesis, transactional analysis, gestalt and the humanistic 
paradigm. Through that experience I realised in action how powerful and containing
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empathy can be and I came to value the significance of appropriate challenging in the 
frame of a strong therapeutic relationship.
I believe that exploring my own conflicts in therapy has been invaluable in my ability to 
work effectively with clients. First of all, it enabled me be more open with my own 
painful feelings and increased my tolerance for ‘staying with’ my experience and 
consequently with my clients’ experiences. Moreover, it increased my awareness of my 
‘blind spots’ and their possible impact on the therapeutic process. Thus, I agree with 
Symington’s view that (2006) “knowing myself, to the extent to which I am able to 
achieve it, is the fundamental yardstick through which I am able to understand the 
problems of my patients” (p.20). Finally, being a client in my own therapy helped me 
become aware of the potential power dynamics involved in the relationship and allowed 
me to appreciate how difficult and some times threatening change can feel, teaching me 
to be patient with my clients.
My current professional identity: Integrating characteristics of the different 
cultures
Reflecting upon my training experience I can see the amount of theoretical ground we 
have covered and how I have incorporated characteristics of the different cultures I have 
encountered into my current identity as a counselling psychologist. Fear and Woolfe 
(1996) suggest that therapists can function effectively and efficiently if they practice 
within a theoretical framework that is harmonious with their personal philosophy. Being 
an advocate of a holistic understanding of human nature and experience, I believe that no 
one theory can capture human existence in all its complexity. Hence, I agree with 
Clarkson (1996) that a more holistic picture of human nature can be constructed by being 
informed by different theories in a complementary manner.
However, my personal view of integration goes beyond a combination of internally 
consistent theoretical models (theoretical integration) or of appropriate skills and
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techniques (technical eclecticism). To me it encompasses all areas of human experience 
and it depends upon the uniqueness of each therapeutic encounter and the respect for the 
existing diversity of all positions. Thus, I see integration as an ongoing process that 
should take into account individuals’ unique experience, their ways of being with 
themselves and their way of being in the presence of others (e.g. in the therapeutic 
relationship). My holistic and phenomenological stance is also evident in my research 
decision to pursue a thorough literature review and two qualitative studies, exploring the 
views of bereaved single parents as well as those of therapeutic practitioners working 
with this client group, in an attempt to achieve a deeper and wider understanding of this 
experience through triangulation by collection of data from multiple sources and the 
usage of different methodologies. This stance has been particularly helpful in my work 
with clients who come from different cultural or social backgrounds. Being aware of my 
own cultural identity (a white-Greek woman with a Mediterranean mentality) and how I 
could potentially be experienced as ‘different’ by my clients, I learned to be very 
sensitive and critically aware of my own assumptions and adopt an exploratory position 
with a focus on understanding rather than explaining my clients’ difficulties and ways of 
being.
To conclude, I regard myself as a primarily relational counselling psychologist who 
places integration within the relationship, trying to adopt plasticity in my therapeutic 
practice (Clarkson, 1996; Hollanders, 2000). I tend to use the person-centred core 
conditions as the basis for my work; I use psychodynamic theories in order to understand 
the influence of early experiences and unconscious processes and CBT concepts to 
address unhelpful cognitions and behavioural patterns. However, I agree with Casement 
(1985; p.4) that theory “should be the servant to the work of therapy and not its master”. 
Thus, I adopt a pluralistic stance and my choice of interventions is mainly guided by the 
clients’ needs and their phenomenology, taking into consideration the available time 
framework and evidence-based practice. Moreover, I constantly try to develop my 
capacity to use myself in the therapeutic relationship and I try to be aware of the
75
transference-countertransference dynamics in order to facilitate my understanding of the 
clients’ experience and overcome resistance (Leahy, 2001).
Final thoughts
Concluding this paper, I realise that no amount of words could fully encapsulate the 
essence of my training experience and who I have come to be as a counselling 
psychologist. Counselling psychology is, indeed, a ‘multi-cultural’ society that embraces 
numerous traditions. Therefore, although I feel privileged to have been equipped with 
solid foundations in three major paradigms, approaching the end of my training I am 
aware of how much there is yet to learn. To this extend I agree with Bion (1974) that 
‘becoming’ is an ongoing process that is never completed, “a quest that has no end” 
(Hollanders, 2000, p. 41) and I look forward to what is to come next.
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INTRODUCTION TO THE RESEARCH DOSSIER
The research dossier contains a literature review and two qualitative research reports. The 
literature review focuses on single parents’ bereavement experience upon the loss of a 
child. This topic is then further investigated in the two qualitative studies that follow. The 
first study is an interpretative phenomenological analysis exploring bereaved single 
parents’ experience using a case study design. The second study explores therapists’ 
views and experiences of working with bereaved single parents using template analysis.
Although all three papers were written in accordance to the instructions for authors of the 
Journal of Loss and Trauma (literature review) and the Death Studies Journal (Research 
reports), the line spacing has been altered for consistency with the Portfolio’s layout.
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LITERATURE REVIEW
“Grieving alone? Single parents confronting the death of a child”
Abstract
Single parent families have become an increasingly prevalent family form in most 
industrialised countries. Given the increased potential for therapeutic practitioners to be 
required to support single parents upon the death of a child, the present paper explores the 
impact of this loss through a review of the related literature. The existing literature on 
bereavement theories and on parental bereavement in particular is reviewed before the 
experiences of bereaved single parents are discussed. Implications for professional 
interventions are also suggested. Finally, directions for future research are considered.
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Introduction
During the latter part of the twentieth century there has been increasing interest in issues 
relating to death and dying. The field of thanatology has developed rapidly, health care 
professionals have shown interest in death related issues, there has been a plethora of 
publications on the subject and a large amount of empirical research has been conducted 
on different aspects of grief and bereavement. However, comparative to the available 
body of literature, few studies have focused on parental bereavement (Braun & Berg,
1994). Furthermore, it is particularly surprising that, despite the fact of a significant 
increase in the number of families headed by a single parent nowadays and the existence 
of support groups and specially designed self-help handbooks aiming to alleviate single 
parents’ grief (for example, see Duke University Health system, 2002; Use, 1994), the 
experience of bereaved single parents is hardly addressed in the literature.
Single parent families have become an increasingly prevalent family form in most 
industrialised countries, with the larger increases being reported in the United States, 
Great Britain and Australia (Field & Casper, 2001; Haskey, 1991). Statistics show that 
currently only 50% of children in the United States live with both their biological parents 
(Hernandez, 1997; Meurer & Meurer, 1996) and that “many children in two-parent 
households have experienced single parenting at one time or another while growing up” 
(Bee & Boyd, 2003, p. 191). Furthermore, the extensive body of literature on single 
parenthood has identified several problems that are faced by single parent families. In 
addition, more recently, researchers have begun to identify and build upon some of the 
strengths these families can have (for example, see Arditti & Madden-Derdich, 1995; 
Richards & Schmiege, 1993), suggesting that single parenting may sometimes comprise 
different conditions than those faced by parents in more traditional, nuclear family 
settings.
The aim of this literature review is to elucidate the experience of bereaved single parents 
and to explore factors that may, perhaps, affect single parents’ grief and bereavement
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process after the death of a child. The existing literature on bereavement theories and on 
parental bereavement in particular will be used in order to shed light upon the experience 
of single parents’ loss. Moreover, this review will attempt to acknowledge possible 
overlooked characteristics and conditions, such as stressors faced by single parents as 
well as special potencies that may influence single parents’ grief, their coping resources 
and their adjustment following the death of a child. Finally, implications for the practice 
of counselling psychologists and other professionals working with bereaved single 
parents will be discussed.
Theoretical Models of Loss and Bereavement
According to Humphrey and Zimpfer (1996), “grief is the pain and suffering 
experienced after loss; mourning is a period of time during which signs of grief are 
shown and bereavement, as discussed by Raphael (1983), is the reaction to the loss of a 
close relationship” (p.l). Various theorists have attempted to elucidate the multifaceted 
process experienced after a significant loss and numerous bereavement models have been 
proposed. However, there has been no successful attempt to incorporate all of these 
models into one theory that fully grasps the essence of the loss and bereavement 
experience. Instead, many complementary theoretical perspectives now exist, each 
contributing in different ways to the understanding of the phenomenon of bereavement 
(Stroebe, Stroebe, & Hansson, 1993). The focus has moved from theories of attachment 
and loss, to concepts of acute grief, to tasks, to stages, to psychological processes and 
phases. What follows is a review of some of these theoretical contributions, focusing on 
those which have been particularly influential to the development of the field of 
bereavement studies and useful for professionals working with loss and grief processes.
The earliest models of bereavement were rooted in the psychoanalytic tradition. In his 
work ‘Mourning and Melancholia’ (1957) Freud discussed the various levels of human 
attachment and the complex processes involved in bereavement. Freud defined
 ^The terms ‘grief, ‘bereavement’ and ‘mourning’ are used interchangeable in the remaining text.
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‘mourning’^  as the emotion present in melancholia and argued that individuals are 
searching for their lost attachments. Referring to the concepts of the ego and id, he 
discussed the need for the ego to disengage from the lost object, withdraw the libidinal 
energy invested in it and, gradually, reinvest it in a new object. Thus, in their grieving 
process bereaved individuals have to mourn not only for the loss of their loved one, but 
also for the loss of the multiple levels of attachments involved in the development of their 
relationship with the deceased. (Humphrey & Zimpfer, 1996).
Although attachment is a key concept within Freud’s conceptualisation of grief work, the 
figure who elaborated the concept most fully in theoretical terms is Bowlby (1980). His 
attachment theory provides a framework for conceptualising the anguish and emotional 
distress experienced by humans upon the rupture of affectional bonds with significant 
others. As Humphrey and Zimpfer (1996) argued, “attachment behaviour has the 
potential to remain active throughout life and is often observed in situations of loss and 
grief that force bereaved individuals to fill painful voids and make new attachments” 
(p.6). Bowlby (1980) suggested that throughout the history of human evolution, innate 
mechanisms have been developed in the face of loss, setting in motion behavioural 
responses that attempt to re-establish broken connections. According to Bowlby, this is a 
natural, adaptive response as long as the search for new attachments is not an attempt to 
avoid aspects of the grieving process. Bowlby (1980) also proposed that the loss of a 
significant other activates a variety of psychological processes and he identified four 
general phases of mourning: numbing, yearning and searching, disorganisation and 
despair, and reorganisation.
Bowlby’s theory has been a cornerstone in the thought processes of many bereavement 
theorists, such as Colin Murray Parkes. Parkes suggested that mourning can be 
conceptualised as a series of the four phases previously identified by Bowlby. According 
to Parkes (1993, 1998), bereavement is seen as a psychosocial transition. The death of a
 ^Mourning has been differently defined earlier, as ‘a period of time during which signs o f grief are shown’; 
the choice o f that definition is consistent with the way mourning has been conceptualised by the majority o f  
bereavement models/ theories.
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loved one is an experience that challenges the expectations and assumptions that consists 
an individual’s internal world model. The task of mourning is, therefore, to reject the old 
model of the world and develop a new one in order to adapt to the emerging situation. 
Such theories have been classified as ‘depression models of grief and seek to analyse 
grief as an emotional response to loss (Stroebe et al., 1993).
The so called ‘stage-based models’ have also been particularly influential in the field of 
bereavement studies. According to these models, individuals may experience several 
stages of emotional responses while trying to accept the death of a loved one. For 
example, Kübler-Ross in 1969, through her work with people who were dying, identified 
responses to terminal illness that were later applied to grief responses. Her influential 
model comprises five stages of mourning: 1) denial and isolation; 2) anger; 3) bargaining; 
4) depression; and 5) acceptance. Sanders (1999) has also used the idea of phases to 
describe the mourning process and she referred to five of them: 1) shock; 2) awareness of 
loss; 3) conservation-withdrawal; 4) healing; and 5) renewal.
Such models have been widely criticised in the literature. One of the main criticisms is 
that they assume a universal quality to the experience of bereavement and mourning, 
while grief is not that concisely defined. There is a wide variation in how people mourn; 
the experience of grief does not seem accurately described by fixed stages and not 
everyone appears to experience a systematic sequence of the stages that have been 
proposed (Abrams, 1995; Coyle, 1997; Gyulay, 1989). Thus, stage models are unable to 
explain the diversity of reactions that occur in response to bereavement (Wortman, Silver, 
& Kessler, 1993). It has also been argued that viewing the experience of bereavement in 
predictable stages is inappropriate as this implies that grief should reach a final 
‘resolution’. Thus, stage models should be used in a descriptive, rather than a prescriptive 
way when working with the bereaved. A prescriptive approach encompasses the danger 
of trying to compress every bereavement reaction into a chosen model, therefore resulting 
in overlooking or underplaying bereavement responses that do not fit that model (Coyle, 
1997).
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Moreover, it has been argued that phases/stages “imply a certain passivity, something that 
the mourner must pass through” (Worden, 2003, p.26). On the contrary, Worden (1991) 
suggested that the mourner needs to have an active role. He viewed mourning as 
necessary and regarded counselling as a facilitative process that allows the bereaved to 
identify four specific tasks of grief: to accept the reality of the death; to work through the 
pain of grief; to adjust to an environment and a life without the deceased; and to 
emotionally relocate the deceased and continue with life.
Parental Bereavement
Within the literature on bereavement, the loss of a child is frequently referred to as 
‘complex’ (Gyulay, 1989), ‘devastating’ (Brabant, Forsyth, & McFarlain, 1994), ‘the 
most traumatic of losses’ (Klass, 1989; Rando, 1984, 1986), a type of grief “that cannot 
be compared to any other type of loss” and one that professionals “should avoid trying to 
fit it into a current model of grief resolution” (Humphrey & Zimpher, 1996, p. 81). When 
writers and researchers refer to the death of a child, this is not restricted to a child in a 
particular age range; it can refer to losses as disparate as the loss of a fetus or the death of 
a teenager or an adult child (for example, see Lovell, 1995; Mander, 2005). The death of 
a child can have a powerful impact on parents’ lives that can linger for years (Middleton, 
Raphael, Burnett, & Martinek, 1998; Moss & Moss, 1996; Rubin & Malkinson, 2001; 
Sanders, 1980; Weiss, 1984). As Worden (2003) stated, “parental bonds are strong. They 
reflect aspects of the parent’s personality as well as historical and social dimensions” 
(p. 154). The loss of a child can deeply shatter the parents’ personality (Rubin, Malkinson, 
& Witztum, 2000). Moreover, parents’ assumptive worlds, for example their assumptions 
about ‘the order of things’ and about how their own lives will unfold in the future, can 
also be profoundly shaken.
In the available literature it has been often argued that parental grief is ‘unique’ and 
general models of grief do not adequately account for the distinctive characteristics of 
parental grief and its complex reactions (Kalish, 1985; Klass & Marwit, 1988-1989).
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Braun and Berg (1994) have outlined five factors, validated by other researchers as well, 
that identify why parental bereavement is considered to be unique: 1) the uniqueness of 
the parent-child relationship (Moss, Lesher, & Moss, 1986-1987; Rando, 1986); 2) the 
notion that children are part of the parents’ self, hence the parent has to confront not only 
the loss of a child but also the loss of part of the self (Edelstein, 1984); 3) the fact that, 
mainly in western culture, parents often invest their hopes, dreams and expectations in 
the lives of their children; thus, with the death of the child these investments are also lost 
(Rando, 1986); 4) the sense that parents lose their identities as ‘protectors’ and this can 
result in an overwhelming sense of failure (Rando, 1986); 5) the violation of ‘nature’s 
law’ that children will outlive their parents (De Vries, Dalla Lana, & Falck, 1994).
The literature has primarily focused on parents’ emotional and psychological responses to 
the death of a child. Weiner’s (1970) model of parental bereavement refers to initial, 
interim and terminal reactions in response to the death of a child. Initial reactions 
comprise shock, numbness and disbelief, denial, detachment, feelings of guilt and self­
blame, anger and hostility. Interim reactions focus on parents’ attempts to cope with the 
crisis and terminal reactions include emotional acceptance of the loss. Rando (1984) 
categorised psychosocial manifestations of parental grief into three phases. The first, 
termed ‘Avoidance’, is expressed in shock, confusion and numbness, which are classified 
as typical initial reactions, often followed by disbelief and denial in an attempt to 
postpone the inevitable anxiety. The second phase is described as ‘Confrontation’; during 
this phase the parent is overwhelmed by feelings of grief, despair and anger that can 
either be internalised or externalised and displaced. In the final ‘ Re-establishment’ phase, 
the parent experiences a gradual decline in grief, followed by re-engagement with 
everyday activities. Fear, hurt, depression, insecurity, anxiety and panic may also be 
experienced by bereaved parents (Gyulay, 1989; Miles & Demi, 1984). Miles and Demi 
(1991-1992) have presented five types of guilt that bereaved parents can experience. 
Moreover, following the loss of a child, bereaved parents have also reported experiencing 
a wide range of physiological symptoms and behavioural disturbances, such as sleeping
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and eating difficulties, inability to concentrate, restlessness, social withdrawal, suicidal 
thoughts and drug or alcohol dependency (Gyulay, 1989).
It can be argued that the above mentioned models describe a presumed sequence of grief 
responses and reactions. Thus, it can be said that the same criticisms that were levelled at 
stage models of grief and bereavement earlier apply to these models too. However, 
Rando (1984) acknowledges in her model that the final phase of re-establishment is “a 
slowly developing, fluctuating experience that may still be fraught of feelings of sadness, 
guilt, and even betrayal of the child’s memory and place in the parent’s life” (p. 442). 
Throughout the literature though, researchers continually refer to the ‘resolution of 
bereavement’, the acceptance of the child’s death and the continuity of life. But what is 
that ‘resolution’ about? When can it be argued that a parent has accepted the loss of a 
child and is able to ‘move on’? It could perhaps be suggested that grief is resolved when 
parents are no longer presenting any symptoms; however, resolution of grief is more than 
the alleviation of symptoms. Klass (1989) argued that grief does not reach an end when 
the symptoms subside as a sense of the self is missing and this remains with the bereaved 
parents for the rest of their lives in the form of an ‘empty historical track’. De Vries et al. 
(1994) referred to this grief beyond symptoms as a ‘shadow grief. Therefore, it could be 
argued that parents never fully resolve their grief; all they can do, at best, is learn to live 
with and manage the anguish.
The death of a loved one is a traumatic life event (Figley, Bridge, & Mazza, 1997; Parkes 
& Weiss, 1983) that may bring about a crisis of meaning for the bereaved individual 
(Wheeler, 2001). Wheeler (2001) suggested that “the death of a child is the bereavement 
experience that most violates previous assumptions and meanings (Miles & Crandall, 
1983) and bereaved parents may be uniquely vulnerable to loss of both cognitive mastery 
and previously held goals and purposes” (p.4). When a child dies, the meanings and 
purposes associated with the child are often shattered, leaving a painftil ‘existential 
vacuum’ (Frankl, 1978). Acceptance of the death of a child, as with any experience of 
significant loss, involves finding a way to make sense of it (Brice, 1991). In addition to
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that, bereaved parents also have to identify some meaning for their ongoing lives in order 
to be able to carry on (Wheeler, 2001).
Braun and Berg (1994) suggested that parents need to reinterpret the meaning structures 
that they held prior to the child’s death, integrate the reality that their child is no longer 
alive and accept that life now has to continue in the absence of the child. They may also 
have to reinforce their meaning structures associated with being a parent or, for parents 
who have lost their only child, assimilate the knowledge that they are not parents any 
longer. However, some parents who have lost their only child would strongly contest this. 
They may insist that this loss does not remove their status as a parent (a) because that is 
not a status that can ever be taken away, even if its active phase belonged to the past and 
(b) because they may feel an ongoing, if modified, connection with their child or their 
child’s memory. As Klass and Marwit (1988-1989) argued, the same ambivalence and the 
multiple bonds that were part of the relationships with the living child are still present 
after the child’s death. Thus, for parents preserving the memories of the child and their 
parental role may be a way to continue the child’s story and incorporate that story into 
their continuing life (Attig, 1996; Walter, 1996).
Single parents confronting the death of a child
Having reviewed some generic models of bereavement and having considered how 
parental responses to the loss of a child have been conceptualised, we now turn to the 
specific focus on this literature review -  the bereavement responses and coping resources 
of single parents who have lost a child. In doing so, we will remain mindful of these 
models and will consider how relevant they might be to the particular demands that may 
be faced by bereaved single parents. First, though, we will examine the category of 
‘single parent’ and consider the various life situations that it includes.
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The diversity o f  the ‘single parent ’ category
While single parenthood is often considered as though it were a uniform phenomenon, 
the boundaries that surround it are vague; in reality there are several different types of 
single parent, who constitute a highly diverse group (Rowlingson & McKay, 1998). The 
phenomenological experience of being brought up in a single parent family may vary 
according to the nature and the context of the family and the previous experiences of the 
parent (Weinraub & Gringlas, 1995). In the past, the definition of single parenthood has 
relied on the marital status of the parent. With the rise of co-habitation though, such 
definitions became questioned and living arrangements rather than marital status became 
more important (Bumpass & Raley, 1995; Rowlingson & McKay, 1998).
The diversity of single parent households has several dimensions. The main distinctions 
made between different types of single parents relate to the way in which they entered 
single parenthood and the length of time over which single parenthood is experienced 
(Hardey & Crow, 1991). Single parents may be divorced, widowed, or unmarried; they 
may be teenager or old. Although the majority of single parents are women, the number 
of families headed by a male single parent had increased rapidly, especially since the 
1980s (Eggebeen, Snyder, & Manning, 1996). For some, becoming a single parent may 
have been a planned and conscious decision; the decision for single parenthood as a 
personal lifestyle has become an increased phenomenon, primarily a choice of midlife, 
middle-class, single heterosexual and lesbian women (Block, 2000). Others may have 
chosen to rear their children with another adult partner and they may have become single 
parents as a result of a divorce, separation or widowhood. Furthermore, it should be noted 
that some parents often classified in statistic researches as single may have committed, 
partnered relationships that are not legally or socially recognised (Weinraub & Gringlas,
1995).
The commonality across these varied types of single parents is that they do not have a 
legally married partner in the home. However, how these individuals came to be parents.
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the choices they made and the experiences they had, all have differential implications for 
their family life circumstances. Thus, differences should be acknowledged not only in 
comparison to two parent families, but within between the ‘single parent’ group as well. 
Differences in how the parents came to be single parents affect their employment and 
their financial circumstances, their relationships with other adults, their involvement with 
their children and their available networks of support (Weinraub & Gringlas, 1995). All 
the above mentioned aspects can have considerable psychological impact, can affect 
single parents’ coping responses and resources after the death of a child and could 
complicate their grieving process. Consequently, different single parent circumstances 
may hold different implications for the bereavement process, which makes them worthy 
of consideration in any assessment procedure and in therapeutic work with bereaved 
single parents.
Special conditions and characteristics that may affect single parents’ bereavement 
process
The devastation of a child’s death can bring an unprecedented degree of pain and can 
create seemingly insurmountable challenges for all those affected. For some parents, 
however, “the effects of such a complicated and devastating tragedy can be further 
compounded when the death occurs in what already seem to be ‘trying family situations’” 
(Arnold & Horchler, 1997, p.7). Single parents may encounter numerous issues and 
dilemmas in their grief that may be experienced in a different way than by the bereaved 
parent in other family settings (Osmont, undated).
It has been argued that the death of a child can be terrifying for a single parent (Simone, 
2000). An experience that single parents report frequently is a strong sense of loneliness 
and isolation. According to Kubler-Ross’s model (1969), a sense of isolation is expected 
after any significant loss; it is considered as a ‘phase’ that most bereaved people will 
have to face in their mourning. However, for some bereaved single parents this sense 
appears to be particularly intense. As a bereaved single parent described it, “when our
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child dies, we all experience a profound sense of isolation; each one of us has to find our 
individual path through the darkness. But for those of us who are the sole carer for our 
family there is a double loneliness” (The Compassionate Friends, 2005, p.l); “the word 
‘alone’ screams for a single parent” (Gillis, 2000, p. 315). Research on single parent 
families showed that single parenthood can be a lonely and endless experience, often 
physically and emotionally consuming (Richards, 1989). As a single mother described it, 
“it’s hard to be the only one accepting responsibility all the time. I get tired of always 
being the one who has to discipline, the one who has to shop, the one who always has to 
be here no matter what.. .there is no one else but me and yes, it is hard to never have a 
break” (cited in Richards, 1989, p. 399). However, it is critical to remember that not all 
single parents share the same experience. Some single parents have close, emotionally 
supportive social networks, can cooperate efficiently with other adults in their children’s 
upbringing and have access to alternative child care resources that enable them to 
maintain a satisfying social life (Sargent, 1992).
For those single parents, though, who find parenthood a lonely experience the death of a 
child can magnify their sense of isolation. As it has been discussed earlier, when a child 
dies the parents’ world seems to fall apart; the loss of a child can invalidate parents’ 
assumptive worlds and their goals in life (Miles & Crandall, 1983). Bereaved parents 
need support; they need others listen to them and help them rebuild their shattered world. 
Upon a child’s loss single parents may encounter the lack of support from another adult 
who would share similar painful emotions of loss and grief (Gillis, 2000). Since it is a 
common belief that we reach to our partners for companionship in our grief, single 
parents may find the absence of a partner to turn to for support painful (Simone, 2000). 
Moreover, bereavement theories suggest that bereaved parents feel the need to talk about 
their children and share their memories of them, as an attempt to keep these memories 
alive and face the reality of what happened (Attig, 1996; Bosticco & Thompson, 2005; 
Walter, 1996). The absence of a partner, who shares those unique memories of the child 
and of the special family relationships, can increase the sense of loneliness for the 
bereaved single parent (Gillis, 2000; Osmont, undated). However, it should be noted at
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this point that research suggests that, even in married couples, parents often react to the 
loss of a child in different ways and may have difficulty in reaching beyond their own 
grief experience to support the other parent in their loss (Gilbert, 1989).
Friends and family members can be an alternative source of support to the bereaved 
single parent. Indeed, single parents often create their own ‘family forms’ that fit their 
needs. Especially in the case of gay and lesbian parents, the creation of ‘families of 
choice’ is often noticed. This term denotes “something broader than the traditional 
relationships based on lineage, alliance and marriage, referring instead to kin-like 
networks of relationships, based on friendships and ‘commitments beyond blood’ 
(Wakeling & Bradstock, 1995)” (Weeks, Heaphy, & Donovan, 2001, p.9). Thus, some 
single parents create their own supportive networks which not only support them as 
individuals, but offer support in their family context as well. Unfortunately though, this is 
not always the case. The social reality of some single parents might be totally different; 
for some, single parenthood means always having the burden of full responsibility for the 
children and seldom having any personal time (Richards, 1989). Ihinger-Tallman (1986) 
argued that the amount of contact time between parents and children in single parent 
families is probably at the cost of the parent’s self-care and social activities and Sanik 
and Mauldin (1986) suggested that working single mothers tend to prioritise their 
children’s needs over their personal needs. Thus, the load of being the only available 
parent may sometimes lead to feelings of social isolation (Richards, 1989; Richards & 
Scmiege, 1993).
But, even when support is offered, frequently the isolation becomes real after a few 
weeks of bereavement; as Osmont (undated) wrote, “friends who have been supportive 
drift away, assuming that someone else is checking on your well being” (H 2). Moreover, 
faced with death, friends often turn away, feeling uncomfortable not knowing what to say 
to alleviate the pain. From the part of the bereaved, trying to reach out for support can be 
exhausting sometimes. Although friends and family can understand, single parents often 
feel they cannot continue disturbing them after a long time (Gillis, 2000). At these
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moments, having a partner may feel as a way to “bridge the gap of isolation” (Simone, 
2000,1 3). Many single parents wish they were not alone, that they had someone to turn 
to, share the difficult feelings, the sense of loss; that “there was a ‘soul mate’ to share the 
burden” (The Compassionate Friends, 2005, p.2). Although this may sound as a desire for 
an idealised partner, often far distant of the actual reality of bereaved parents where each 
parent can be radically alone in grief (Klass, 1989), this sense of ‘missing out’ on the 
support of a partner can have a significant impact on single parents’ bereavement 
process; it can increase their feeling of ‘aloneness’ and despair, thus it should not be 
ignored.
Furthermore, relationship norms will vary over different time, locational and social 
contexts, so the experience of the bereaved single parent may depend on their age and the 
relationship structures and parenting fi*ameworks of their family and community. In 
certain contexts, some types of single parent may not receive the same social validation 
in comparison to parents in traditional nuclear family setting. As a result, they may 
sometimes receive inadequate support from their social network and their needs and 
desires may often be ignored (Arnold & Horchler, 1997). Such societal factors may 
impact on single parents’ grief and limit their coping resources.
Miles and Demi (1991-1992), Rando (1984) and Weiner (1970) argued that feelings of 
guilt and self-blame constitute typical reactions of parental bereavement. The bereaved 
single parents though, especially if they were the sole carers of the child, may totally 
shoulder those feelings of doubt, guilt and blame; they may assume that others have 
accusatory thoughts and may think that the death of the child could have been avoided, if 
they had done something differently (Simone, 2000). For example, in case of single 
mothers by choice, the negative predispositions towards their choice expressed by family 
centrists who vigorously criticise and reject non-nuclear family structures claiming that 
the absence of a father places the child’s well-being at stake (Blankenhom, 1995; 
Popenoe, 1996) may increase their feeling of guilt. The experience of single fathers can 
be similar as single father headed families are often regarded as a non-normative, less
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socially accepted category of single parent family (Richards & Schmiege, 1993). 
Moreover, if there is a history of deprivations such as lack of education, medical care, or 
finances, the bereaved single parent may experience social stigmatisation (Simone, 
2000). Thus, it can be hypothesised that, in the case of bereaved single parents, the sense 
of guilt that is regarded as a typical reaction of parental bereavement (Miles & Demi, 
1991-1992; Rando, 1984; Weiner, 1970) can be escalated, not only by their own 
accusatory thoughts and regrets, but also by externally imposed negative judgements on 
the ‘efficiency’ of their parenting.
Furthermore, single parents may be separated or divorced and relationships may have 
been amicable or acrimonious. The death of a child can evoke changes in the relationship 
between the parents and strong feelings. The parent who had custody of the child may be 
blamed by the other parent, thereby intensifying the possible existing feeling of guilt and 
self-blame (Gillis, 2000). Furthermore, the death of a child may bring contact with an ex­
partner who has not been part of their life for many years. In this case, single parents may 
find themselves overwhelmed by recriminations or regrets and they may even think that 
if they had remained in the relationship their life conditions would have been different 
and their child might still be alive. Moreover, in the case where the other parent is 
involved in another relationship and has other children, viciousness and hatred can be 
experienced (Gillis, 2000; The Compassionate Friends, 2005).
As has been presented earlier, attachment theories (Freud, 1957; Bowlby, 1980) suggest 
that the bereaved are not grieving just the lost object, but they are also grieving the loss of 
the multiple attachments involved in that relationship. For single parents, often, the 
relationship with the deceased child involved more than that of parent and child. Many 
researchers (Arditti, 1999; Dreman & Ronen-Eliav, 1997) and especially family 
therapists (Emery, 1994; Steward, Copeland, Chester, Malley, & Barenbaum, 1997) 
expressed their concern about possible boundary violations, when the emotional ties 
between parents and their children in single parent families become either enmeshed or 
disengaged.
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Emery (1999), for example, suggested that residential mothers and their children may 
become too intimate or distant as results of their new life circumstances and their 
emotional needs. Moreover, parents may turn to their children for emotional support, 
affection and empathy and children may be expected to share the parents’ problems, 
dilemmas and secrets (Ihinger-Tallman, 1986; Jacobvitz & Bush, 1996). Thus, the single 
parent -  child relationship may become more like that of a peer, friend or confidant. At 
an extreme, a reversal of roles may occur in which the child takes care of the parent, 
providing support and nurturance and assuming parental responsibilities (Minuchin, 
1967; Weiss, 1979; Weltner, 1982). Consequently the death of a child may mark a loss of 
a multi-dimensional relationship: the loss of a companion, a confidant, a helper. Thus, the 
final phase of mourning that is suggested by Bowlby (1980), the reorganisation 
characterised by the movement towards the re-establishment of a relationship with the 
lost object and the formation of new attachments, can be particularly complicated for the 
single parent as the loss frequently involves multiple attachment layers that might not 
even have been consciously recognised before.
Additionally, as Wheeler (2001) argued, the death of a child challenges the previously 
held beliefs and assumptions about life and, in addition to trying to make sense of the 
death, bereaved parents have to find meaning in their continuing lives. Single parents 
often have to make significant life changes in order to meet the demands of single 
parenthood and their lives may evolve mainly around their children (Weinraub & 
Gringlas, 1995). Especially in the case of an only child, and if the parent is deprived of 
other significant close relationships, a close family unit of parent and child is often 
formed (Gillis, 2000). Thus, single parents who lost their only child may feel acute 
disorientation; that their family is extinguished and their sense of identity has changed 
(The Compassionate Friends, 2005). Moreover, single parents may find themselves 
wondering about what will happen to them as they grow old and who will care for them 
(Gillis, 2000).
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Another concern is related to the way that parents entered single parenthood. In the case 
of parents who ended up being the sole carer of the family because of the death of their 
partner, this second bereavement may bring up painful memories. The bereaved parent 
may relive the previous grief experience, the remaining children may possibly feel that 
their family unit is ‘in danger’ and may need reassurance (The Compassionate Friends, 
2005). Moreover, in light of the structural family therapy approach (Minuchin, 1974), 
unresolved mourning is considered as an inherent problem in single parent families. It has 
been argued that single parent families frequently maintain a loss to the partner-parent 
subsystem. The pressures encountered within and without the remaining family system 
can hinder the completion of the developmental task of mourning, thus, often resulting in 
unresolved mourning in the single parent family system (Fulmer, 1983). Hence, these 
intense emotions in relation to previous losses can potentially complicate single parents’ 
grief.
In addition to dealing with their own painful emotions, upon the death of a child single 
parents often have to face additional issues that can interfere with their grief. Although 
some of these issues may be quite practical, they may nonetheless have considerable 
psychological effects and could hinder the grieving process, which makes them worthy of 
consideration. Upon the death of a child, although help from relatives and friends may be 
offered, parents often have to make difficult final decisions, for example in relation to the 
child’s funeral. Single parents may have to cope alone, without being able to share the 
practical burden, during a time that they may be so deeply shocked that they are unable to 
function (Osmont, undated; Simone, 2000; The Compassionate Friends, 2005).
Moreover, other duties and responsibilities of life must carry on. Single parents in 
stressful financial situations may be compelled to return to work, especially if they are 
the sole financial supporters of their family and, hence they may ignore their need to 
grieve. Research suggests that single parents often assume entire responsibility for their 
children’s financial needs and financial security is regarded as the most prevalent 
problem of single parent families (Amato & Partridge, 1987; Richards, 1989; Richards &
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Schmiege, 1993). Consequently, the struggle to meet these practical demands may lead to 
exhaustion, both at a physical and an emotional level.
Furthermore, single parents often find themselves protecting others. If they have other 
children, they have to carry on with their parental talks, often trying to maintain order and 
stability in their children’s everyday life. Moreover, they may focus all their attention to 
the remaining children in an attempt to facilitate their grief for the loss of their sibling 
(Simone, 2000; Osmont, undated). Although surveys showed that single mothers had a 
great ability to protect their children against the stresses and strains of daily life and 
despite the belief that the protection mechanism also includes the emotions of grief 
(Simone, 2000), it should be acknowledged that this extra stress can hinder the 
bereavement process of single parents, possibly resulting in long term effects and 
complicated grief.
Implications for professional interventions when working with bereaved single 
parents
Taking into consideration the existing bereavement models in conceptualising single 
parents’ grief reactions and responses following the death of a child, it could be argued 
that there are commonalities with the bereavement processes and reactions of other 
related groups. However, as it has been discussed above, additional issues that may be 
specific to single parents, above and beyond the grief reactions that they will share with 
other bereaved individuals or bereaved parents, are often encountered. These issues may 
nonetheless have considerable psychological effects and could complicate single parents’ 
grieving process as well as impact upon their coping resources. Thus, such findings can 
be of use to professionals who come to work with clients in these situations and they 
should be considered in any assessment process or therapeutic intervention.
Within the literature social support is considered important for the resolution of grief and 
bereavement (for example, see Walter, 1996). However, research by Brabant et al. (1994)
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indicates that support for bereaved parents is often quite limited and when it is received it 
declines after a short period of time. Upon the lack of social support though, it is apparent 
that there may be an increased need for professional support following the loss of a child 
in order to facilitate parents’ grief and help them adjust to life without the deceased child. 
However, the available professional help for bereaved parents can be often inadequate. 
An explanation that could be suggested is that any medical professional immediately 
involved in the care of the deceased child may be themselves devastated by the loss. 
Moreover, they may believe they will be held responsible by the parents for not being 
able to ‘save’ their children, thus they might feel incapable or ill-equipped to provide 
them with initial support (Papadatou, 2000).
As has been discussed earlier, individuals in the ‘single parent category’ can have 
contradictory experiences regarding the availability of social support; they might either 
find themselves possessing efficient support network that are able to support them in their 
family context or, on the contrary, may feel socially isolated. However, undoubtedly, 
single parents frequently find themselves overwhelmed by their loss and, in the light of 
the possible absence of immediately available support networks, professional support 
might be particularly helpful for them. For those single parents in particular who find 
themselves lacking social validation in certain contexts, it may be particularly useful to 
have their loss acknowledged and to be reassured that their reactions are ‘normal’ 
responses to such a loss. This may facilitate further exploration of their loss and of the 
multiple meanings attached to it and may preclude subsequent complicated grief 
reactions (Middleton, Raphael, Martinek & Misso, 1993). The potential, in some extreme 
cases, for feelings of stigmatisation among single parents suggests that practitioners 
should be aware of these macro-level influences in order to have a greater understanding 
of the difficulties their clients may face. This seems particularly important considering 
that stigmatisation can impact on the ability to grieve (Boss, 1999) and, therefore, could 
hinder the therapeutic work.
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Guilt is also a common reaction in grief and often single parenthood can bring along 
certain situations which may give rise to more complex and intense feelings of guilt. 
Such findings would suggest that practitioners working with bereaved single parents 
would need to be aware of the possible existence of such feelings of guilt in their clients 
and to be attentive in order to recognise and address them. Moreover, professionals 
should be mindful of the potential protective role of such feelings, thus avoid eliminating 
them quickly (Rando, 1993). Professionals should also remain alert for possible anger 
feelings stimulated by the situation and the ways in which they might play out in the 
transferential relationship. Clients may benefit from an opportunity to express, explore 
and perhaps reappraise these feelings.
As Bowlby (1980) and Parkes (1993) have suggested, the desire to search for the 
deceased is an innate part of mourning. Practitioners may need to be supportive of this 
need to search and seek meaning in the loss and to respect its possible role as a functional 
coping mechanism. As with all bereaved, professionals could facilitate exploration of the 
multiple dimensions often involved in the single-parents’ relationship with their children 
and help them acknowledge the multiple nature of their loss and grieve for it. However, 
as it has been argued earlier, practical issues, such as financial worries and the need for 
ongoing parenting of the other children, may force bereaved single parents to ignore their 
own grief. Thus, an important aim of professional help might be to facilitate bereaved 
single parents in order to achieve a balance between the recognition and experience of 
their own grief and the often urgent need to carry on with their everyday life 
responsibilities.
In such cases, it would be also helpful for professionals to be aware of other avenues of 
support for bereaved single parents. Research on the experience of bereaved parents 
following the death of a child showed that, from the point of view of the bereaved 
parents, the most helpfiil support received was contact with people who had shared a 
similar loss (Lehman, Ellard, & Wortman, 1986). Especially for bereaved single parents, 
contact with others who go through the same devastating experience can be particularly
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helpful as it can provide them with a ‘sense of belonging’, a sense that they are not alone, 
alleviating in a way their possibly intense sense of isolation.
Within the field of counselling psychology, the differentiation made by Worden (1991) 
between grief counselling and grief therapy may seem particularly relevant when 
working with bereaved single parents. Worden defined grief counselling as a process that 
facilitates uncomplicated or normal grief, whereas grief therapy aims to help people with 
complicated grief reactions. Taking into consideration the specific challenges and 
demands that some bereaved single parents can frequently encounter and which can 
hinder their bereavement process, it could possibly be argued that grief therapy might be 
a more appropriate therapeutic approach for accommodating single parents’ grief 
experience.
However, one might question whether there is really a need for such a distinction in the 
profession. Firstly, we should keep in mind that bereavement is not always a ‘smooth’ 
process; in grief, people can sometimes experience mixed feelings such as hope, anger, or 
guilt and they can ‘move forward’ or regress to previous ‘phases’ relatively easy. 
Moreover, each individual can react to grief expressing different reactions, thus ‘strict’ 
definition of what reactions should be regarded as ‘normal’ or ‘complicated’, caimot be 
reached. Hence, it could be argued that the adoption of an individual approach that would 
respect the meaning of the loss to the individual client and attempt to provide support 
which might be helpful and meaningful given the specific circumstances that individual 
single parents may encounter, would seem more appropriate in order to support the 
bereaved single parents more effectively in their particular grief. Furthermore, a client- 
centred approach tailored to the individual needs of each client appears to be in 
accordance with the ethos of counselling psychology that prioritises clients’ 
phenomenological experience (Strawbridge & Woolfe, 2003). Especially in the light of 
the multiple family configurations often grouped under the term ‘single parenthood’ 
professionals should be mindful of their own preconceptions and should engage in further 
assessment of clients’ individual situation, taking into consideration their available
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support networks, their strengths and the difficulties they have to face. In that way they 
would be able to tailor interventions specifically to each single parent’s grief, rather than 
applying generalised theories which may disregard their subjective experiences.
Conclusions, limitations and future directions for research
The present review highlights a number of factors which appear to be significant to the 
experience of single parents who confront the death of a child. Reactions identified in the 
bereavement literature, such as an intense sense of loneliness and isolation, guilt and 
angry feelings and a need to re-establish old attachments and find meaning in the loss as 
well as in their ongoing life, appear to be particularly prominent for single parents. 
However, their experience also seems to vary, as might be expected, depending on the 
special life circumstances of the single parent, the nature of the family, the experiences of 
the parent and the available support networks. Moreover, additional practical issues, such 
as financial demands and the ongoing responsibility to deal with every day struggles and 
provide effective parenting for the remaining children can have considerable 
psychological effects and may complicate their grieving process. In addition, single 
parenthood can sometimes bring with it dynamics such as negative predispositions and, 
in extreme cases, even stigmatisation which in turn can impact on the social support 
received. But even in the opposite case, when single parent configurations are regarded as 
conventional part of the social context, the needs, specific issues and difficulties that may 
be encountered by single parents can fi*equently be overlooked.
All such findings can be of use to professional practitioners who come to work with 
bereaved single parents, enhancing their understanding of the particular situations that 
these clients may face and the difficulties that might be presented. However, although an 
attempt was made to consider all possible single parent configurations, there is always a 
possibility that the phenomenological experience of some single parents may not 
correspond to the circumstances described above. Therefore, professionals should be 
aware, as with any client, of the specific meaning of the loss for the individual involved.
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This caution of generalising findings to all bereaved single parents should also exist 
because of the resources from which these hypotheses are derived. The available 
literature often presupposes a specific single parent context, often socially and financially 
deprived. Nevertheless, many single parents may have a totally different experience; they 
may be prosperous and have larger social support networks available that meet their 
needs, perhaps better than they would be met in a nuclear, traditional family setting. 
These suggest future directions for research, such as attention to the impact of other 
characteristics and maybe special strengths that, if acknowledged, may be valuable in 
facilitating single parents’ bereavement process.
Future directions for research are also suggested by the observations that, whilst 
established theories and models of loss, grief and mourning are useful in discussion of the 
experience of bereaved single parents, they nevertheless seem insufficient. General 
models of grief do not appear to adequately explain parental bereavement as they do not 
acknowledge the uniqueness of parental grief and tend to describe universal grief 
responses manifested in a series of standard reactions. Specific parental bereavement 
models can evoke similar criticism. In addition to these already identified limitations, 
specific situations encountered by single parents, such as every day life practical 
demands, that may possibly escalate the intensity of their grief responses and, hence, 
result in complicated mourning do not seem to be acknowledged by the above mentioned 
models. As a result, it could be argued that, in contrast to solely relying on the existing 
‘stage/phase based models’, there is a need for further elucidation and consideration of 
the individual grief responses of bereaved single parents, while acknowledging the 
special circumstances that they may face and their possible implications for their 
bereavement process.
However, this constitutes only a hypothesis based on an impoverished evidence base. 
Further research is required to explore this hypothesis and to enable more robust answers 
to the questions posed by the literature review to be produced. These conclusions would 
suggest that the field would benefit from utilisation of qualitative methods such as
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‘Interpretative Phenomenological Analysis’ (IPA) (Smith, Jarman, & Osborn, 1999) in 
order that the phenomenological experience of bereaved single parents could be more 
thoroughly explored. This would complement some of the data that already exist and 
might in turn increase professionals understanding regarding single parents’ bereavement 
experience and assist them in planning their interventions when working with clients 
faced with such a loss.
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Personal reflections
My interest in researching the area of loss and bereavement was first generated during my 
undergraduate degree. At my third year of studies a selective module named ‘Psychology 
of Death and Bereavement’ was taught for first time in our university. At that time the 
radical topic of that module in combination with the fact that I had been recently 
bereaved myself, trying to make sense of my own grief feelings and meaning of my loss, 
immediately attracted my interest and, as I discovered later, I was not the only one 
attracted to it; to my surprise, these lectures were some of the rare cases that the lecture 
theatre of our department was filled to capacity. This made me wonder what appeared so 
particularly interesting about this topic. Later on, I concluded that although death is an 
inevitable part of our lives, it is often regarded with fear and discussion around it is 
frequently avoided.
Ever since I was introduced to the literature around loss and bereavement, it resonated 
with me and inspired me to leam more about the field of thanatology and bereavement 
studies. As I built upon my knowledge, I became aware of the fact that bereavement 
theories can be relevant not only to death experiences, but to any kind of significant loss 
and that veiy often a lot of the issues that our clients present with in the consulting room 
involve elements of major personal or interpersonal losses.
Before I started the course I had thought about various topics I could focus my research 
on, but those that appealed most to me appeared to be related to trauma and loss. When I 
joined the course I discovered that the area of loss and bereavement was one of interest to 
numerous members of the psychology department and one of my supervisor’s main 
research interests. Trying to find an area of bereavement that had not been already 
extensively explored, I came across an article describing the personal experience of a 
bereaved single mother who lost her only child. I found myself really touched by 
emotions and an inner sense that there might be aspects in single parents’ bereavement 
experience that might often be overlooked. A first search of the available literature
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confirmed that sense, since the experience of bereaved single parents appears to be hardly 
addressed. On the contrary, internet searches revealed self-help groups and personal 
accounts of bereaved single parents describing their own experience, aiming to support 
individuals in the same situation, probably reflecting the intense need for support of this 
group.
However, reflecting more on how this interest may resonate with my own experience 
leads to the fact that, as a child of divorced parents, I have been brought up mainly as a 
member of a single family experiencing the difficulties, but definitely also the strengths 
of such family settings. Thus, drawing upon my own experience I could connect to a 
certain extent to the intense feelings described by single parents upon the loss of their 
child. The sense of a ‘special bond’ in the single parent-child relationship, the creation of 
a strong family unit and of alternative support networks were all experiences that felt 
familiar to me. Moreover, having experienced a significant, although different kind of 
personal loss and been through the bereavement process myself, I felt able to understand 
the phases/stages and feelings experienced by bereaved individuals as described by major 
bereavement theorists, as well as their possible shortcomings.
Whilst a consideration of the impact and meaning of the above mentioned experiences for 
myself and my family are not new, reflecting on the ways in which this has led me to 
explore a particular topic for research is. My personal experiences have motivated me to 
explore this area, despite the difficulties encountered at this attempt. The fact that 
literature on the specific topic was hardly available made my review a challenging and, at 
times, frustrating task; I had to draw from different theories and research areas 
(bereavement/grief theories and single parenthood research) and at the same time be 
aware of different single parent configurations, while remaining mindful of the ways in 
which my personal experiences may have shaped the framework within which I reviewed 
and interpreted the literature.
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Recognising that I could not possibly eliminate my interpretative framework I tried to 
remain aware of it and consider its potential impact on conducting this literature review. 
Therefore, I have periodically asked myself whether I have been attending to particular 
aspects of the data more than others, or whether I have been attributing significance to 
certain experiences whilst minimising the significance of others. For example, my initial 
tendency was to be critical towards the ‘negative’ and pessimistic way that single 
parenthood had been frequently presented in the literature. However, I acknowledge that 
often these categories of single parents, who experience the most difficulties and lack 
available support networks, are the ones who are more likely to experience and present 
with complicated grief.
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Appendix B: Literature searches
Because of the nature of the topic explored in my literature review and the limited 
sources regarding single-parents’ bereavement experience, I had to start my search with 
more general search terms. The most fruitftil computer-based searches I undertook for 
this review were:
Search 1 :
■ Electronic databases -  Ovid: PsychlNFO and PsychArticles
■ Search criteria -  Key words “bereave*” and “parent*” in title
■ Results -  320 records found 
Search 2:
■ Electronic databases -  Ovid: PsychlNFO and PsychArticles
■ Search criteria -  Key words “single parent*” in title
■ Results -  408 records found
Due to the extensive amount of literature related to parental bereavement and single 
parenthood in general, I found ‘snowballing’ (searching for the related literature sources 
mentioned in the references list of articles that I found particularly relevant and useful) as 
the most appropriate method to follow later on.
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Search 3:
Because of the absence of literature related to single parents’ bereavement experience, I 
turned to alternative available sources that I thought might provide information about the 
bereavement processes of single parents. Thus, I consider internet sources, such as self- 
help groups’ websites or bereaved single parents’ personal reflections on their grief 
experience, to be one of the three most fruitful searches as they enabled me develop a 
broader knowledge of the phenomenological experience of some single parents and of the 
available support networks.
■ Electronic database -  Google
■ Search criteria -  Key words “bereaved single parents”
■ Results -  several important sources were found including:
a) Duke University Health System (2002). Bereavement: Single parent grief- After the 
loss o f a child.
b) Osmont, K. (undated). Grieving alone: A single parent’s experience.
c) The Compassionate Friends (2005). The bereaved single parent.
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QUALITATIVE RESEARCH 1
“Grieving Alone? Towards an understanding of the experience of bereaved single 
parents: An interpretative phenomenological analysis”
Abstract
This study explores the experience of single parents following the death of a child. In- 
depth interviews were conducted with two female participants. Data were analysed using 
interpretative phenomenological analysis (IPA). The analysis highlighted factors that 
appear significant to the experience of bereaved single parents; positive and negative 
aspects of ‘grieving alone’, the lack of available support resources and other specific 
issues that may complicate their grief are presented in detail. Results are discussed with 
reference to existing literature and recommendations for further research are made. 
Implications for theory and the practice of counselling psychology are also discussed.
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Introduction
Within the literature on bereavement, there seems to be a consensus that the loss of a 
child of any age can be one of life’s most devastating, painful and complex losses 
(Brabant, Forsyth, & McFarlain, 1994; Guylay, 1989; Klass, 1989; Rando; 1984) that its 
impact remains for years and it can have a profound effect on parents’ ongoing life 
(Middleton, Raphael, Burnett, & Martinek, 1998; Moss & Moss, 1996; Rubin & 
Malkinson, 2001; Sanders, 1980; Weiss, 1984). It has been suggested that a child’s death 
can shake the parents’ personality to its roots (Rubin, Malkinson, & Witztum, 2000). 
According to Guylay (1989, p.l) the loss of a child “affects every facet of one’s 
personhood [...] physically, emotionally, socially, spiritually, cognitively and 
behaviourally”. Moreover, it has been argued that the death of a child is a bereavement 
experience that significantly invalidates previously held assumptions and meanings 
(Braun & Berg, 1994; Miles & Crandall, 1983; Wheeler, 2001).
Parental grief constitutes a multifaceted process (Brabant et al., 1994) 'with ‘unique’ 
characteristics due to the uniqueness of the parent-child relationship (Moss, Lesher, & 
Moss, 1986-1987; Rando, 1986), the sense of the child as a part of the parents’ self 
(Edelstein, 1984) the investment of parental hopes and dreams in the child (Rando, 1986) 
and the natural expectation that children 'will outlive their parents (De Vries, Dalla Lana, 
& Falck, 1994). Thus, it has been suggested that general models of mourning, such as 
Kubler-Ross’s (1969), Parkes’s (1993) and Sanders’s (1999) stage/phase models, cannot 
adequately describe the unique characteristics of parental grief and the complex reactions 
exhibited by parents after the loss of a child (Klass & Marwitt, 1998-1999) and that 
professionals “should avoid trying to fit it [parental grief] into a current model of grief 
resolution” (Humphrey & Zimpher, 1996, p. 81).
In an attempt to adequately conceptualise parental bereavement, specific models have 
been proposed. The literature has largely focused on parents’ emotional and 
psychological reactions to the death of a child. Weiner’s (1970) model of parental
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bereavement refers to initial (e.g. shock, numbness, guilt and self-blame) interim 
(attempts to cope) and terminal reactions (emotional acceptance of the loss) in response 
to the death of a child. In his model, Rando (1984) identified three phases of 
psychosocial manifestations of parental grief. The first phase is termed ‘Avoidance’ 
where shock, confusion and numbness constitute usual reactions, often followed by 
disbelief and denial. The second phase is described as ‘Confrontation’; during this phase 
the parent is said to be experiencing feelings of grief, despair and anger that can either be 
internalised or externalised and directed to others. ‘Re-establishment’ is the final phase. 
At that time the parent experiences a gradual decline in grief, followed by emotional and 
behavioural re-engagement with social activities. Nevertheless, such stage/phase models 
have been widely criticised in the literature (Abrams, 1995; Coyle, 1997; Wortman, 
Silver, & Kessler, 1993) as they assume a universal quality to the mourning experience, 
while grief experiences can vary significantly and not everyone will pass through a 
systematic succession of the proposed stages. Moreover, conceptualisation of the 
experience of parental bereavement in predictable stages is inappropriate, as this implies 
that grief should reach a final ‘resolution’ (Braun & Berg, 1994).
What appears particularly surprising though is that, despite the increased interest in 
parental bereavement accompanied by empirical research in this field, the existing 
literature hardly addresses the experience of bereaved single parents. Single parent 
families have become an increasingly prevalent family form in most industrialised 
countries nowadays (Field & Casper, 2001; Haskey, 1991; Hernandez, 1997). The reason 
why the existing literature on single parents’ bereavement seems to be so slim may be 
related to the assumption that ‘bereavement is bereavement’- an experience with a 
universal quality, as several models claim (Kubler-Ross, 1969; Parkes, 1972; Worden, 
2003). Thus, it might be argued that single parents’ bereavement has no new or 
challenging concepts or themes to offer in comparison to parental bereavement or 
bereavement in general.
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Nevertheless, as we have mentioned already, such assumptions have been critisised and 
the universality of the grieving process has been heavily questioned. In addition, an 
extensive literature on single parenthood now exists that identifies several problems faced 
by single parent families as well as some strengths that these families can have (for 
example, see Richards & Schmiege, 1993), suggesting that single parents may sometimes 
encounter different conditions than those faced by parents in more traditional, nuclear 
family settings. Therefore, certain aspects of single parenting may have significant 
psychological effects and could possibly complicate single parents’ grieving process and 
affect their coping responses and the availability of resources after the death of a child. 
Such findings, as well as the existence of support groups and specially designed self-help 
handbooks aiming to alleviate single parents’ grief (for example, see Duke University 
Health system, 2002; Use, 1994; The Compassionate Friends, 2005), suggest the 
possibility that “even though there may be commonalities with the bereavement 
processes and reactions of other related groups, however, additional issues that may be 
specific to single parents, above and beyond the grief reactions that they will share with 
other bereaved individuals or bereaved parents, are often encountered” (Xenaki, 2006, p. 
22).
More specifically, the primary hypothesis is that the status of being a lone parent, and 
usually the main caregiver of the child, may impact upon and differentiate the nature of 
their grieving experience. A number of factors appear to be potentially significant to the 
experience of bereaved single parents: an intense sense of isolation and loneliness, self 
blame and angry feelings and a need to re-establish old attachments and discover 
meaning in the loss and their ongoing life seem to be particularly outstanding (Gillis, 
2000; Osmont, undated; Simone, 2000). In addition, further practical issues, such as 
financial demands and everyday struggles as well as the need to provide effective 
parenting for the remaining children, if sole caregivers, can have important psychological 
effects and may force single parents to ignore their own grief (Richards, 1989; Richards 
& Schmiege, 1993). Moreover, in some social contexts single parenthood can sometimes 
bring with it negative biases which in turn can impact on the availability of social support
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(Arnold & Horchler, 2005; Blackenhom, 1995). Yet even in the case where single parent 
configurations are regarded as a conventional part of the social context, their needs and 
difficulties can frequently be overlooked.
It is also important to acknowledge that, while single parenthood is often considered as 
though it were a homogeneous phenomenon, it actually encompasses several different 
family configurations that constitute a vastly diverse group. Single parents may be 
divorced, widowed, or unmarried; they may be teenager or old. For some single parents 
becoming a single parent may have been a planned and conscious decision, while for 
others it was not. Thus, single parents’ experiences also seem to differ depending on their 
individual life circumstances, the available support networks and the previous 
experiences of the parent (Hardley & Crow, 1991; Weeks, Heaphy, & Donovan, 2001; 
Weinraub & Gringlas, 1995). Consequently, different single parent circumstances may 
hold different implications for the bereavement process, which makes them worthy of 
consideration. Thus, differences should be acknowledged not only in comparison to two 
parent families, but within the ‘single parent’ group as well.
What appears to be missing in the existing literature though is a careful account of what 
bereaved single parents themselves have to say about their experience. The present study 
aims to explore single parents’ accounts of their experience of bereavement following the 
death of their child. It investigates the reported experiences of this type of bereavement in 
an attempt to explore whether they can be described as qualitatively different from other 
forms of loss. In particular, the principal objective within the study is to elucidate and 
acknowledge possible overlooked characteristics and conditions, such as stressors faced 
by single parents as well as special potencies, which may influence single parents’ grief 
and bereavement processes, their coping resources and their adjustment following the 
death of a child. As befits its status as a qualitative study with a small sample, the 
research aims to generate hypotheses and other lines of inquiry for future research rather 
than produce definite conclusions about the bereavement experiences of single parents. In 
addition, the research considers how its findings - if they were to prove transferable
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beyond the participants studied - could be used to inform and assist counselling 
psychologists and other health professionals in planning their interventions when working 
with bereaved single parents as clients since, as it has been argued before, clinical 
interventions with the bereaved should be better informed by basic research (Stylianos & 
Vachon, 1993).
The research findings are discussed with reference to existing theories and models of 
bereavement in order to explore the possibility of elaborating those models in light of our 
findings. Furthermore, the available literature on parental bereavement and single 
parenthood is used to help us better conceptualise and make psychological and social 
sense of the participants’ reported accounts. Moreover, as a loss of a child is, indeed, a 
disruption of a family system, ideas stemming from systemic theory (Dallos & Draper, 
2005; Minuchin, 1974) have also proved useful to provide us with a better understanding 
of the participants’ systemic context.
Method
Design
Given the specificity and the sensitive nature of this research project, it was expected that 
this would be a difficult population to access. Hence, the researcher decided to employ 
qualitative research methodology in order to collect rich and detailed data. Because of a 
low response rate an ideographic case study design was adopted, as it was believed to be 
the most appropriate to sufficiently explore participants’ experiences in-depth and to 
capture thoroughly the unique accounts of bereaved single parents. Case studies have not 
been frequently used within psychological research (Bromley, 1986). Nevertheless, more 
recently there has been a revival of interest with an increased number of researchers using 
case study designs (for an example, see Eatough & Smith, 2006) in order to enhance 
psychological knowledge (Smith, Harre, & van Langenhove, 1995). This research study 
is ideographic in its very nature because it underlines the importance of the individual as
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a unit of analysis and is devoted to the in-depth understanding of a particular event (the 
loss of a child) and of the meaning attributed to it in the experience of a particular person 
(Smith et ah, 1995; Willig, 2001).
Participants
The study w'as granted ethical approval from the School of Human Sciences Ethics 
Committee [see Appendix A] and attempts were made to recruit potential participants -  
individuals defining themselves as single parents who have confronted the death of a 
child. Appeals for participants were made through voluntary organisations which aim to 
help bereaved families and through networks and organisations especially designed to 
support single parent families.
The Heads of the organisations received an introductory letter explaining the nature and 
purpose of the research study [see Appendix B] and were asked to distribute an 
information leaflet [see Appendix C] to members whom they believed might be 'suitable' 
and interested in participating in the research. The sensitive nature of the interview was 
made clear in advance and the voluntary nature of participation was emphasised. As a 
criterion for participation, it was required that a minimum period of at least one year must 
have passed since the child’s loss. Two participants were successfully recruited; both 
participants were subsequently contacted by the researcher who carried out a detailed 
screening assessment procedure [see Appendix D] with them individually over the 
telephone, in order to assess their psychological robustness and their suitability for 
participation. Only when both researcher and participant agreed that participation in the 
research was appropriate for them was an interview date arranged. More information 
about the participants will be provided in the analysis section.
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Interview schedule
A  semi-structured interview schedule [see Appendix E] consisting of open questions was 
developed, based on the available literature on parental bereavement and single 
parenthood and on a literature review on single parents’ bereavement conducted by the 
researcher (Xenaki, 2006). The primary aims of the interview schedule were to elicit 
information relating to the nature of the experience of being a bereaved single parent; the 
‘story’ and context of the loss; the participants’ reactions to and implications of their loss; 
their understanding and meaning making regarding their experience; stressors and life 
changes they had to face after the loss; availability of support networks; coping 
mechanisms and therapeutic issues.
Once developed, the interview schedule was reviewed by an experienced researcher in 
the field of bereavement studies and was discussed with professionals working with 
bereaved and single parents, in order to allow refinement of the questions and 
adjustments according to the feedback received. However, questions were carefully 
designed to avoid leading participants into complying with a pre-constructed hypothesis 
regarding their experience and there was considerable scope for the participants to 
influence the direction of the interview.
Procedure
Participants were interviewed in their homes. Prior to the interview, all participants 
signed a consent form [see Appendix F] and completed a brief demographic and 
background information questionnaire [see Appendix G]. Moreover, all participants were 
provided with an information leaflet about suitable organisations and support groups 
available [see Appendix H]. The interviews lasted between two and three hours. All 
interviews were audio-recorded and transcribed verbatim [see Appendix I for an example 
of an interview transcript].
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Due to the nature of the topic, a sensitive method of interviewing was applied based upon 
an interactional style derived from counselling (Coyle, 1998). Moreover, the research was 
conducted in accordance with the ethical guidelines developed by Parkes (1995) and the 
recommendations of Owens and Payne (1999) that aim to enable researchers to carry out 
research in the field of death studies without causing any harm to participants. 
Participants’ psychological and emotional well-being was monitored throughout the 
interview. None of the participants expressed any concerns or distress caused by the 
research. Furthermore, the interviewer offered to contact each participant after the 
interview to ensure that they did not experience any delayed distress.
Analytic strategy
The data were analysed using interpretative phenomenological analysis (IPA) (Smith, 
1996; Smith & Eatough, 2006; Smith, Jarman, & Osbom, 1999; Smith & Osborn, 2003), 
a qualitative approach that has been already efficiently used in the field of bereavement 
studies (for example, see Golsworthy & Coyle, 1999; Osborne & Coyle, 2002). 
According to Smith and Eatough (2006), IP A is both a phenomenological and 
interpretative approach, in that it primarily aims to explore participants’ personal 
accounts of the topic under investigation, but it also acknowledges that “the research 
exercise is a dynamic process” (Smith et al., 1999, p. 218), to some extent shaped by the 
researchers’ interpretative framework.
The standard approach to IP A analysis was used (Smith, 1996) and particular attention 
was paid to examine each transcript as an individual and separate case. The first step of 
the analysis involved repeated reading of each transcript which resulted in notes of 
significant or interesting points related to the research questions being made on each 
transcript. These notes included initial interpretations and attempts to summarise or make 
initial connections with other aspects of that transcript. The second stage involved 
returning to the transcript afresh and transforming initial notes into more specific, 
emergent themes that encapsulate the essence of significant points within the
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participants’ accounts and draw upon relevant psychological concepts and theories. 
However, steps were taken to ensure that these themes remained grounded in the 
participants’ accounts. Finally, the themes were ordered in such a way as to produce a 
logical and coherent research narrative account of the interaction between the informant’s 
accounts of her experience, illustrated by her own words, and the interpretative activity of 
the researcher.
Such an analysis involves a high degree of subjectivity. Thus, it is important to 
acknowledge that the researcher’s interpretative framework is significant and to reflect 
upon the ways in which it might have influenced the analysis (Elliott, Fischer, & Rennie, 
1999). In this case, the researcher’s framework may have been shaped by her role as a 
counselling psychologist in training who has worked with bereaved clients and her 
broader interest in the field of bereavement and loss, which includes a previous literature 
review on the research topic. Moreover, the researcher has personal experience of 
bereavement and single parent families. The above mentioned factors could potentially 
have made the researcher foreground certain aspects of the data more than others. 
Nevertheless, although the researcher held primary responsibility for the analytic and 
interpretative work, the development of themes and the emergent analysis at each stage 
were closely monitored by and discussed with a research supervisor in an attempt to 
ensure that the emergent themes and interpretations were grounded in and supported by 
the data. This process was employed in order to reduce the risk of the analysis arising 
from an idiosyncratic interpretative framework. Moreover, it was hoped that the close 
monitoring of the analytic process by a supervisor who, as a male social psychologist, 
comes with a different theoretical perspective and is also experienced in qualitative 
research would result in obtaining a rich analysis which will, hopefully, be sensitised to 
multiple aspects of the data.
As a consequence of researcher subjectivity, traditional criteria for evaluating research 
quality, based on researcher’s objectivity and disengagement in quantitative research, are 
inappropriate for assessing this study. Instead, the alternative criterion of credibility and
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persuasiveness by grounding in examples (Elliot et al., 1999) can be applied here. 
Interpretations are illustrated by quotations taken from the data to allow readers to assess 
the persuasiveness of the analysis. Moreover, the researcher will try to ensure that what 
the informant said is distinguished from the researcher’s account of it (Smith et al., 
1999). It is also important to stress that the aim of this research project is to explore 
understanding within a small well-defined sample in detail; thus one should be cautious 
about generalising to a wider population.
In the quotations presented in the analysis, empty brackets ( ) indicate omission of 
material and ellipsis points (...) indicate a pause in the flow of participants’ speech. 
Information that appears within square brackets [ ] has been added for clarificatory 
purposes. Note that the names of the participants, the people they refer to and place 
names have been changed to preserve confidentiality.
Analysis
Information about the participants
Beth
Beth is a 50-year-old, white-British female. Beth lost her son, Tom, 5 V2 years ago. Tom 
escaped from his mother’s supervision, fell into a pond and drowned when he was 15 
months old. A few weeks before Tom’s death, Beth had permanently separated from 
Tom’s father because of longstanding difficulties in their relationship that escalated when 
he exhibited threatening, abusive behaviour. Although their permanent separation 
happened only a few weeks before the loss, Beth reports that their relationship was never 
stable and the father was never committed to their family unit. Beth has a 14-year-old son 
and an 11-year-old daughter from the same father, who live with her. Furthermore she 
has a 26-year-old daughter from a previous marriage. Beth reports that she never felt 
supported by her ex-partners regarding her children’s upbringing. Thus, she defines
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herself as a single parent and the sole caregiver for them throughout their lives. Currently, 
she is single.
Ann
Ann is a 59-year-old, white-British woman. Arm’s son, Paul, died suddenly 11 years ago 
at the age of 26 from pneumonia. At the time of the loss Arm had been divorced from 
Paul’s father for over 25 years. Arm had re-married but was separated from her husband 
at that time. She has three other sons; all were over 18 at the time. Arm defines herself as 
having been the sole caregiver of her children throughout her life. At the time of the loss 
she was living with her youngest son (20). Nowadays, she lives on her own.
Analysis of the data revealed a variety of themes for each participant. Due to space 
constraints, a limited number of themes are discussed in detail in this report. Themes that 
are important in contextualising each participant’s experience or offer new insight are 
reported in greater detail. Furthermore, two themes emerging from the analysis presented 
significant convergences between the participants’ accounts. These themes are presented 
first; they are discussed in common for both participants as it is believed that they may 
“bring the researcher closer to noteworthy aspects of the general” (Smith & Eatough, 
2006; p.328). Nevertheless, within these common themes, attempts are made to ensure 
that justice is done to each participant’s account.
Common themes
Nesative and positive aspects o f ‘srievins alone ’ upon the absence o f a partner
Participants in this research reported that, although parental bereavement is “never easy 
whether you are single or not”, nevertheless the absence of a supportive partner had a 
profound effect and appeared to influence their grieving processes. Both Arm and Beth 
reported a strong sense of loneliness in the absence of someone to turn to:
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“In the grieving afterwards I often used to think T wish I could have 
someone to hug me and cuddle me’ ( ) and I used to think T wish I could 
have somebody there to take care of me. To take care of me, love and 
cuddle me and make me feel better’” (Ann)
“You don’t have a partner, a husband who can give you a cuddle, that you 
can go to bed with and hold or just make you feel... take away that 
emptiness in bed, that loneliness, that desperation, that doubt;” (Beth)
In these quotations participants seem to communicate an intense need for closeness and 
comfort in their sorrow. Nevertheless, apart from the need to share painful feelings, their 
accounts seem to reflect a more profound longing for physical contact; a yearning for that 
sense of intimacy that only a partner can offer for which other sources of support cannot 
compensate.
Moreover, the lack of support with everyday struggles and practical responsibilities was 
pointed out. As Ann phrased it, “there is no one I could ask for advice or anything, there 
is no one to bounce back on”. Similar concerns are reflected in the following quotation:
“Sometimes you are pushing yourself, pushing yourself, pushing 
yourself.. .you are so exhausted. You can’t keep the pace and you need 
somebody to help you keep up that pace, to take off some of the strain ( ) 
take on some of the everyday responsibilities.” (Beth).
These accounts seem to suggest that for the participants the pressure of having to cope 
alone, without feeling able to share the practical responsibilities during a time of 
desperation, intensified their sense of loneliness in their struggles.
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According to the participants the absence a partner who would share similar special 
memories of the child limited their opportunities to commemorate the child and share 
their grief. Ann said characteristically:
“Assuming that you have a close marriage, I would assume you would 
have someone to talk to who knew the child. Because you both knew, you 
would both have known”
Beth’s account reflects a similar experience:
“Being alone, I feel I haven’t been able to share. You know, even my 
sisters; for them it was ‘you need to get on with life’. So, you know, my 
son Tom is not mentioned.”
Although these may reflect a desire for an idealised partner, often far distant from the 
actual reality of bereaved parents where each parent can feel radically alone in grief 
(Klass, 1989), it would seem that upon the absence of an empathetic other who could 
share their grief, this sense of ‘missing out’ on the support of a partner has a significant 
impact on participants’ bereavement process. It appears to increase their feeling of 
‘aloneness’, thus it should not be ignored.
Nevertheless, both participants identified some positive aspects in their experience of 
being bereaved single parents:
“Men and women may grieve different ways ( ) I had all that time when I 
was on my own that I could just grieve to my own cadence basically. ( ) In 
a way, it’s almost a blessing to be single and to be grieving a child. 
Because you don’t have to think about anybody else, just feeling” (Ann)
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“Perhaps some things were easier for me because I didn’t have a partner 
because I just got on with it and did it [referring to final decisions]. You 
know some people might say T wanted to do this but he didn’t want to do 
it and we had to come to an agreement’” (Beth)
These quotations seem to communicate participants’ sense that being single gave them 
the freedom to grieve at their own pace, without having to ‘compromise’ or suppress 
their own feelings and wishes in the presence of a partner. Their accounts seem to accord 
with findings that suggest that parents’ reactions to the loss of a child often vary 
significantly (Gilbert, 1989).
Support and covins resources
This theme concerned participants’ experiences of the availability of support. It is 
discussed under the sub-themes of social support, counselling and contact with bereaved 
and spirituality and faith.
Social support
Participants reported that, with the exception of a few friends and family members that 
helped them with final decisions, social support was either unavailable to them or 
subsided after a few weeks:
“For the first sort of month, people from the church, some people that I 
have never even spoken to had put me sort of like on their contact ( ) to 
befriend me in a sense. But once that time went by I suppose they have 
done their bit and then I found that, sort of like months later, when I did 
turn to the church for help with my children I‘ve got no support” (Beth)
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“I lost a lot of people around me. My church, that went by the way; they 
weren’t supportive at all. You do think that they are gonna be supportive 
and it is a bit disappointment when they’re not” (Ann)
These responses seem to suggest that both participants turned to their social network with 
the prospect that they would be able to offer them the emotional and practical support 
needed in order to cope with their loss. It could be argued that perhaps the absence of a 
supportive partner intensified their need for alternative supportive resources. 
Nevertheless, the reluctance of their social network to attend to their needs seems to be 
experienced as another Toss’ that perhaps intensified their feeling of ‘being alone’ in 
their grief.
The lack of adequate social support was interpreted by the participants as related to their 
single parent status:
“It looks to me as couples do tend to get more support from all courts, 
church, family, friends than single parents” (Ann)
Arm believed that people regarded her as a burden:
“I can only think that maybe people think of the challenge. That they are 
going to take up a big burden, you know ( ) They may think that because a 
single parent has got nobody else they’re goima dump on them all the 
time.”
Beth felt it was also related to cultural and societal values:
“[in the British culture] it’s alright if you got a nice happily family unit 
with a husband and your children; ( ) on the surface we accept all these
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different you know ways and diversity ( ) we accept them but we don’t 
actually embrace them”
Such accounts seem to reflect a deeper sense of ‘not belonging’, of not being equally 
accepted as a result of not fitting in the ‘social norms’.
Counselling and contact with other bereaved
Both participants described receiving counselling and being in contact with support 
organisations at some time during their bereavement. Ann reported that counselling 
during the first weeks after her loss helped her make the final decisions and gave her a 
sense that someone “understands what you are saying”. However, both participants 
claimed that in receiving support they often felt that significant issues related to their 
status of being single parents were overlooked.
“The talks you know, they were for couples and how couples relate to 
each other when they lose a child. But that wasn’t relevant to me. We’ve 
got different issues than couples.” (Ann)
“All the circumstances and the situation, the aftercare and life after the 
loss are very different in comparison to couples. It’s got to be viewed 
differently, it’s got to be spoken of differently, it has to be dealt with 
differently and the support has got to be different. ( ) Perhaps to be honest 
sometimes the counselling is not as important as the practical support 
these families need” (Beth)
These accounts suggest that participants experience their single parent status as a 
distinctive characteristic that inevitably impacts upon their grief. Thus, it appears 
important for any intervention to provide them with the sense that their individual life
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circumstances and struggles are not disregarded. This might reflect a deeper need to feel 
that the vast struggle of “coping with so much alone” (Beth) is being acknowledged.
Nevertheless, although the uniqueness of the loss was acknowledged, the importance of 
contact with other bereaved parents was highlighted. Beth reported that she found it 
useful to have been supported by another bereaved mother as she felt “I could just share 
so much that I couldn’t share with anyone else”. She also said regarding her attendance at 
a bereavement workshop six weeks after her loss:
“For me, seeing the pain and hearing about the pain and the anguish of 
other people and the other tragic circumstances of death of children helped 
me to cope”
Ann also said about her experience of supporting other bereaved parents:
“I’m helping other people but also I could take from it for myself. So I’ve 
got ongoing [support].”
These seem to reflect the significance of the ‘shared experience’ with other bereaved that 
creates a sense of connection. For the participants such a sense might be particularly 
important as it may lessen their experience of aloneness in their grief, providing them 
with a connection to others through a common bond of bereavement and loss.
Spirituality andfaith
Importance of faith was regarded as central in coping with the loss. A key element was a 
sense of a strong connection with God:
“I felt God so close to me; that must have got me through” (Ann)
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This sense of a personal link to God was a vital part of feeling supported through their 
grief:
“For me knowing that I couldn’t turn to my partner for help and support or 
love and affection I could turn to my God which was greater, bigger, 
mightier.” (Beth)
It appears that, with the inadequacy of other resources, a belief in the ‘permanence’ of 
the availability of divine support was particularly comforting. It would seem that God is 
viewed as loving and affectionate, giving in a way a sense that the Divine is the missing 
‘ideal partner’ who will always be there. Moreover, the belief that after death life 
continues “in a far better place’” (Beth) appears to provide a sense of hope and continuity 
and helps cognitive processing and coping with the magnitude of such a loss, which 
accords with findings of other studies (for example, see Golsworthy & Coyle, 1999; 
McIntosh, Silver, & Wortman, 1993).
Having presented the themes that were discerned in both participants’ data we now turn 
to present case-specific themes that arose from individual participants.
Case Study 1: Beth
Beth’s interview data analysis revealed two more themes relevant to her personal 
experience:
Emotional responses to the loss and implications for self
Beth’s personal account was characterised by a profound sense of guilt and self-blame:
“I couldn’t go in to see my son [in the hospital] because I felt so guilty that 
I lost him; that I couldn’t find him”
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“Why as a mum didn’t I realise, why didn’t I hear ( ) all the signs I can 
hear now. And then I just said: T am really sorry Tom that I let you 
down’. That’s how I feel; I just let myself down. And that nothing can take 
it away. I know it’s something I’ve got to live with for the rest of my life.”
These quotations reflect Beth’s sense that a mother as supreme carer is responsible for 
her children and should be able to protect them from any threat. It has been argued that 
feelings of guilt constitute typical initial reactions within parental bereavement (Rando, 
1984). Nevertheless, for Beth guilt appears to be an enduring feeing rather than a phase 
of her grieving process. It would seem that the circumstances of Tom’s death have 
profoundly impacted upon her self-concept; they challenged previously-held assumptions 
about her self and created a sense of failure and doubt regarding her efficacy as a mother. 
These concerns are also reflected in the following quotation:
“It stopped me from believing that I was a super mom really ( ) it knocked 
my confidence; the confidence of taking care of my children”
However, it seems that for Beth the fact that she is the sole care-giver for her children 
creates an assumption of total responsibility that preserves her sense of guilt not only 
towards Tom, but also in relation to the remaining children:
“I just felt guilty that I let them down with Tom; they ( ) trusted me to 
look after Tom and yet. I’ve let them down”
“I am living my life as if I have to make up for all the wrong things I have 
done ( )  I don’t know iff haven’t succeeded as a single parent ... to make 
up from everything I have done wrong: for losing Tom, for not giving 
them a dad, not a proper family life...”
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Moreover, Beth’s account reflects a concern that others may have harboured accusatory 
thoughts:
“Perhaps they don’t trust me to have their kids; ( ) after Tom died I knew 
that, people must be thinking ‘perhaps we’ll have her kids over but she’s 
not having my kids’”.
It seems that her self-blame is so powerful that Beth interprets other people’s reactions 
through her own subjective frame of reference. Moreover, this quotation may reflect 
Beth’s perception that as a single-mother she is regarded by the society as solely 
responsible for the well-being of her children. This may result in her totally shouldering 
the feelings of doubt and blame and appears to have a strong psychological impact on 
her.
Care for the remainins children and imvlications for the srievim process
For Beth, Tom’s death was such a traumatic loss that she felt she “would much prefer to 
die than to live”. According to her account, the fact that she had two more young aged 
children forced her to cope:
“The only thing that helped me get out of bed every day was the fact I had 
Mark and Eva. Emm, having other children, for their sake, you have to get 
up and cope with the day.”
In relation to Beth’s experience it seems that the existence of her remaining children 
provided her with a sense of ‘purpose in life’, a reason to live for, whereas if Tom had 
been an only child this would have different implications for the magnitude of the loss 
experience and her grief reactions, as can be seen in the following quotation:
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“I didn’t want to just die and leave Mark and Eva ( ) if it had been just me 
and Tom then I don’t think I would have wanted to live”
However, Beth explained that in order to support her children she often felt she had to 
put aside her own feelings:
“Your children are your priority even more so because you want to show 
them that you are ok; you want to be there when they are having problems 
but you can’t then deal with anything that you are struggling with. That’s 
all got to be locked away in a cupboard.”
The sense that she had to remain strong seemed intensified by the fact that, as a single 
parent and sole care-giver, she felt she was the only protector and provider for her 
children:
“When you are single you have to swim, don’t you really? If it was just for 
me, if it was just me then I could say “alright, then I’ll sink”, but it wasn’t 
the right decision to make because if I sank I would take Mark and Eva 
with me.( ) My responsibility was that I had to swim and make sure they 
had a life. So I had to put away and lock away anything that I felt, that I 
wanted, that I needed; I had to just, you know, keep tunnel vision on 
them.”
“I was scared that if I didn’t stay strong, you know, what would happen 
around me? I was really scared so I just knew I had to be strong. ( ) I had 
no choice”
These quotations illustrate the amount of responsibility that Beth felt she had to carry. As 
a mother, she felt protective of her children and it seems that her single-parent status 
increased the pressure to devote her attention to her children’s needs. Hence, it would
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seem that physical and emotion exhaustion that is identified as a common complaint 
among single parents (Amato & Patridge, 1987; Richards & Schmiege, 1993), can be an 
extra stress that hinders Beth’s bereavement process, possibly resulting in long term 
effects. At the same time though it sounds as if these responsibilities may have also 
served a protective fiinction for Beth in that they might have prevented her from simply 
‘falling apart’.
Case study 2: Ann
The analysis of Ann’s interview data identified four themes specific to her personal 
experience: the first theme, “Reactions to the loss”, relates to Arm’s emotional and 
psychophysiological responses to her son’s loss, both in the immediate aftermath of his 
death and in the long run. The second theme, “An inconceivable loss: Impact o life 
outlook”, concerns the way Ann experienced Paul’s sudden death and the impact of his 
death on her attitude towards life. The third theme “Relationship with the deceased child: 
A special ongoing bond”, touches upon Ann’s relationship with Paul and it’s 
implications for her grieving process. Finally, the theme “Contact with the ex-partner: 
Implications for the grieving process ” concerns the emotional and psychological impact 
of Ann’s contact with her ex-partner upon Paul’s death.
Due to space limitations, only the theme “Relationship with the deceased child: A special 
ongoing bond” will be presented in detail in this report. The rationale for the choice of 
this theme is that it appears central in Ann’s account and it seems quite important in 
contextualising her personal experience and helping the reader gain a better 
understanding of Ann’s personal circumstances. However, the author would like to stress 
that this does not imply that the rest themes are less significant.
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Relationship with the deceased child: A special o m o im  bond
Throughout Ann’s interview there were repeated references to the relationship with her 
son, both in terms of the relationship while Paul was alive and of an ongoing relationship 
after death. Ann reported that, although there have been conflicts in their relationship 
mainly because of Paul’s previous use of drugs, they had a loving and caring 
relationship. Ann said that, because of her own problems with alcohol in the past and her 
volunteer work with addicts, she could understand him and she felt that:
“We had something closer that I didn’t have with my other boys because 
of that that we shared”.
Thus, Ann appears to be not only a mother, but also a confidant and a supporter to Paul’s 
struggles. Paul was also described as quite concerned about Ann as the following 
quotation illustrates:
“He always used to ring up and find out how I was getting on with my 
husband; you know how he was treating me and how he was behaving.
Some of the other kids don’t always ask, you know. Paul always did. He 
was quite caring.”
Ann’s accounts seem to suggest that her relationship with Paul involved a strong but also 
multi-dimensional bond, more than that of a parent and a child. Thus, it would seem that, 
upon Paul’s death, Ann might have felt she had to grieve and let go of multiple layers of 
attachments that were involved in her relationship with her son that might not even have 
been recognised before.
Moreover, according to Ann the fact that she was a single parent had a significant impact 
on her relationship with her children:
150
“They only had me. ( ) We had a special relationship because of that.
Yeah. You see, I have always been the only one for them.”
“If they had to turn to a parent, it’s me they would turn to.”
Ann’s account seems to suggest that, as a single parent, she felt that she was the only one 
that her children could rely and depend on. The absence of a father who would ‘share’ 
the children appears to have created a sense of a closely entwined unit between her and 
her children that does not appear to involve anyone else. This ‘special’ bond and the 
unique closeness of the dyadic relationship between Ann as a single mother and her 
children appear to continue after Paul’s death. This is reflected in the following quotation 
where Ann describes her reaction on the immediate aftermath of Paul’s death when she 
felt she wanted to be left alone with him:
“I didn’t want anybody else there. I just wanted it to be me and him. ( ) I 
don’t know if I could have shared him with a father”
For Ann, her relationship with Paul and her role as a mother did not end at his death. As 
she said:
“For a mother that baby grows inside you; it’s part of your body. And it 
always will be.”
It seems that for Ann the fact that the mother gives birth to the child creates a 
fundamental, eternal bond. Furthermore, in Ann’s case her strong Christian beliefs, 
spiritual experiences involving the deceased and feelings of being supported and guided 
in her decisions by him were important features that supported this sense of their ongoing 
relationship:
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“I could hear Paul saying ‘go for it mum’. I could hear his voice saying 
‘go for it mum’. And I think, actually I am sure 100% that that has helped 
me gain confidence again.”
“I had this vision of my son. ( ) So I knew he was safe and I knew where 
he was and that he is fine. So, you know, I was ok with it. Sometimes that 
helps with the grief, sometimes it doesn’t, but a lot of the time it does”
It could be argued that although such a sense of continuity does not decrease the 
magnitude of Ann’s loss, nevertheless it appears to help her reconnect with life, while at 
the same time maintaining a link with the deceased child.
Overview
Limitations of the study and recommendations for future research
The study sample could be criticised as being too small to allow conclusions about 
transferability of the results. However, it should be underlined that the aim of this study 
was to produce an in-depth analysis of the participants’ accounts; thus, any conclusions 
are specific to these participants and one should be cautious about transferring them to a 
wider population. Nevertheless, if future research were to support these, some findings 
might prove transferable to other women who have lost children for whom they felt they 
had an exclusive responsibility of care.
Moreover, it is possible that the self-selecting nature of participation as well as the fact 
that both participants were recruited through a voluntary organisation might have biased 
the type of accounts received and may raise questions about the typicality of the 
individuals under study. It may have resulted in the exclusion of the experiences of those 
who had no contact with an organisation or who where reluctant to share their 
experience. Furthermore, both participants were female; thus, the experience of male
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bereaved single parents might differ. Also, in both cases the deceased child was male; 
different gender dyads may have different relational dynamics.
However, it should be acknowledged that this research represents a starting point in a 
research area that has not been explored before. Other researchers may wish to advance 
the knowledge in this area by conducting similar studies with informants whose 
experiences and perspectives have not been represented here. Finally, the grief 
experiences of bereaved single parents examined in this study are embedded within a 
changing social context of single parenthood that encompasses several configurations. 
This may necessitate a regular reconsideration of the issues covered here to ensure that 
they remain up-to-date and reflective of current concerns.
Theoretical implications
Evaluation of this study in relation to existing literature on parental bereavement would 
suggest that some of the participants’ responses reflect consistent findings in the 
literature. The grief resulting from the death of a child appears to be complex and 
multidimensional as proposed by Gyulay (1989). Moreover, emotional reactions to loss 
commonly described in the literature such as guilt and a sense of isolation were also 
reported by the participants in this study. Nevertheless, as discussed in the analysis, it 
seems that the status of being a single parent and the nature of the parent-child 
relationship experienced in these family configurations can intensify these commonly 
experienced feelings. In particular, a sense of loneliness was prominent for both 
participants and seemed to impact upon other aspects of their bereavement experience, 
preserving their emotional responses to the loss and complicating their grieving 
processes.
Moreover, the importance of support suggested in other bereavement studies (Brabant et 
al., 1994; De Vries et al, 1994; Walter, 1996) appeared particularly significant for both 
participants. The findings in this study seem to suggest that although social support seems
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very important upon the absence of a supportive partner, nevertheless it appeared to be 
insufficient. Both participants associated the lack of social support with their single 
parent status, which appears consistent with findings in the literature on single 
parenthood (Arnold & Horchler, 2005; Blackenhom, 1995). Furthermore, a need not only 
for emotional but also for practical support was also stressed, particularly when 
remaining dependant children existed, as everyday struggles in single parents’ ongoing 
life seem to result in frequent suppression of their own feelings which can possibly hinder 
their grief.
Consequently, in the light of the findings of this study it could be concluded that although 
existing theoretical models on parental bereavement may offer a starting point in a 
descriptive, rather than a prescriptive, understanding of the experience of bereaved single 
parents nevertheless, they fail to consider specific issues that parents in these family 
configurations often encounter. Thus, the impact that the status of being a single parent 
can have on their potential reactions and the nature of their grieving experience is not 
acknowledged.
Implications for the practice of counselling psychology
This research provides practitioners with some insight in a range of psychological 
difficulties, emotional and practical needs and additional demands that may be faced by 
single parents who have lost children for whom they felt they had an exclusive 
responsibility of care. Thus, if subsequent research supports these findings, these issues 
should be taken into consideration in any therapeutic intervention as they could possibly 
impact upon single parents’ grieving process and their coping resources. It is evident that 
in view of the absence of a supportive partner and possibly of readily available social 
support resources, professional support might be particularly important. However, the 
findings reflect that apart from consideration of the psychological impact of the loss, 
psychologists should be also aware of the macro-level influences in order to obtain a 
greater understanding of the difficulties faced by bereaved single parents and the way
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they could hinder the therapeutic work. Practical issues, such as the demands of the 
ongoing parenting of the remaining children, may force bereaved single parents to ignore 
their own grief. Thus, an important aim of professional help might be to facilitate the 
achievement of a balance between the recognition and experience of their grief and the 
often urgent need to carry on with their everyday life responsibilities.
Hence, it could be argued that an approach tailored to the individual single parent, that 
would take into consideration both their emotional and practical demands, would seem 
more appropriate in order to support the bereaved single parents more effectively. This 
would involve engaging in further assessment of their individual life circumstances, 
considering their available support networks, their strengths and the difficulties they have 
to face and, based on those, tailoring interventions specifically to their grief experience 
rather than applying generalised theories which may disregard their individual 
phenomenological experiences.
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Personal reflections
This research study reflects a long standing personal interest in the field of loss and 
bereavement, first generated during my undergraduate degree in psychology. As part of a 
series of lectures on death and dying I had the opportunity to familiarise myself with the 
work of some of the pioneers in this field. I immediately found this area particularly 
interesting, mainly because the theoretical argument that death can have profound 
psychological implications accorded with my personal view that death is a significant 
part of life, often scary and painful, but perhaps the only part that we all know we will 
eventually have to face. Thus, its powerful impacts should not be overlooked. 
Nevertheless, the reality is that death is often regarded as a tremendous topic that is 
frequently avoided even by individuals in the helping professions.
As I continued building upon my theoretical knowledge and started practising as a trainee 
in counselling psychology I confirmed my idea that very often issues that bring our 
clients in the consulting room involve elements of significant personal or interpersonal 
losses that, to different extent, can be conceptualised in terms of bereavement. Thus, I felt 
that a better understanding of the psychological implications of loss can enrich my own 
development and assist my practice. Moreover, in terms of my personal history, having 
experienced a significant bereavement in my late adolescence I was aware of the 
profound impact that the loss of a beloved person can have on the bereaved.
My specific interest in the experience of bereaved single parents started in the first year 
of my training when I decided to conduct my literature review on this topic. I was 
surprised to discover that, despite the significant increase in single parent families 
nowadays, there was hardly any research on this area. Thus, although I was aware that 
this would be a difficult population to access and probably my work would not be easy, I 
felt it was important to create an opportunity for bereaved single parents to voice their 
personal experiences so that I and other practitioners may gain a better understanding of 
their specific needs and issues they have to face upon the death of a child. A qualitative
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methodology appeared as the most appropriate approach in order to elicit in-depth, 
phenomenological accounts of these experiences. Furthermore, I should acknowledge 
that, having been brought up in a single parent family for most of my life, my 
sensitisation regarding this topic definitely resonates in my personal experience of 
strengths but also difficulties that often these families have to face.
Carrying out the research was an exciting, but challenging experience. The sensitive 
nature of the topic undoubtedly increased my sense of responsibility towards individuals 
who volunteered to participate. I felt I had to be very careful, both during the screening 
assessment procedure and the actual interviews, in order to accurately monitor the 
emotional state of the participants. However, listening to their personal experiences 
increased my motivation about the research; I was moved and impressed by the courage 
and the willingness of the participants who agreed to share their stories. The emphasis 
they placed on the importance of psychological and social support and on the need for 
single parents’ voices to be heard and their specific needs to be acknowledged reinforced 
my conviction that counselling psychologists have a vital role to play in supporting this 
group.
Nevertheless, apart from the challenges that I had to consider as a researcher of a 
sensitive topic, while I was working on this research project I faced the sudden death of a 
close, beloved family member. Trying to maintain a balance between my personal need 
to allow myself experience my grief and my wish to ensure that my own feelings would 
not hinder the analytic process in order to do justice to the participants’ personal 
accounts, has not been an easy task. For example listening to the participants’ 
descriptions of their emotional responses to their loss, when transcribing the interviews, 
intensified my own grief and painful feelings. Therefore, I felt I had to closely monitor 
my own processes and continuously question my analytic stance. Personal therapy and 
use of supervision proved particularly useful in this process. Personal therapy provided 
me with a space to explore my own grief reactions and helped me go back to my data 
with increased awareness of my own material. Moreover, frequent discussion of my work
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and close monitoring of the stages of my analytic process by my supervisor was also 
employed in order to reduce the risk of the analysis arising from my idiosyncratic 
interpretative framework.
Despite the additional challenge that this experience created for my work, I feel that 
going through the grieving process myself definitely forced me get in touch and 
reconsider my own attitudes towards death and loss. I believe it also increased my 
sensitisation and hopefully also my insight of the emotional responses and the 
psychological processes participants described. Furthermore, having sometimes to cope 
with difficult feelings while being away from my family and my immediate support 
network I felt at times that gave me perhaps a slight idea of what ‘grieving alone’ may 
feel like.
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as particular stressors faced by single parents and strengths that they may have in helping 
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been cheeked and approved by the ethical committee of the School of Human Sciences at 
the University of Surrey.
In order to conduct this study, I am seeking single parents who have lost their son or 
daughter at least one year ago and who are prepared to be interviewed about their 
experience of bereavement. If you are a single parent who has lost a child over a year ago 
and you would like to volunteer for the research, I would be really grateful for your help. 
First, I would like to speak to you on the telephone just to make sure that we both believe 
it is the right time for you to do this. If we agree to go ahead, we can arrange an interview 
which should last between 60 and 90 minutes. The interview would be audio-recorded in 
order to make sure that I do not forget anything you have said. However, the interview 
will be confidential and any details that might identify you or anyone else whom you 
mention will not appear in the report that I will write once I have completed the research. 
The recording of your interview will be destroyed in September 2007 when the research
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is completed. If, at any stage, you decide that you no longer want to be part of this 
research, you can withdraw from it without having to give a reason for this. All the 
information that you provide up to that point will then be destroyed.
I hope that if you take part in the research you will find it helpful to talk about your 
experienee. However, I recommend that you think carefully about your feelings in regard 
to getting involved in the research and possibly discuss it with close friends/relatives. 
Any complains or concerns about any aspects of the way you have be dealt during the 
course of the study will be addressed; If you have any questions, if you require further 
information or if you would like to volunteer for this study, please contact Maria Xenaki, 
Principal Investigator on 01483 689176 or e-mail me at m.xenaki@surrev.ac.uk.
Thank you very much for your time and consideration.
Kind Regards,
Ms. Maria Xenaki
Counselling Psychologist in Training 
University of Surrey
Supervised by:
Dr. Adrian Coyle, Senior lecturer 
Department of Psychology 
School of Human Sciences 
University of Surrey
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Appendix D: Screening assessment procedure interview (via telephone)
(Offer to ring them baek so they are not paying for the call)
Thank you for your interest in our research. This is just a preliminary conversation, not 
an actual interview. I  would like to cover some broad areas with you today.
(Make sure I use a conversational tone so that they understand that this is not an 
interview).
Introduce myself and the research
[This research aims to explore the experience o f bereaved single parents following the 
death o f their child. ]
Explain the commitment that the interviewee has to make
[You should be willing to participate in an interview in the next 2-3 weeks that will last 
between 60 and 90 minutes, although the actual length o f the interview will really depend 
on how long you need.]
Explain that this will be research, not a therapeutic session.
[It is very important that you are clear that what I  am inviting you to be involved in here 
is a research study, not therapy. That means that although I  will be monitoring and trying 
to ensure the well-being o f the interviewees, I  will not be offering anything long term and 
being interviewed might not be the right thing for you to get involved in at this time. We 
can look at this more as we go on.]
Discuss the exclusion criteria for participation.
[Unfortunately, I  cannot involve in the research anyone who was not a single parent at 
the time that their child died. Moreover, at least one year should have elapsed since the 
death o f any participant’s child. You don Y need to tell me more about it i f  you do not feel 
comfortable with it, but can you just confirm that, when you lost your child, you were a
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single parent -  that is, you were [define ‘single parent’]? And did you lose your child 
over a year ago?]
If no to either of these questions: [Unfortunately I  cannot invite you to take part. Thank 
you very much for your time and your interest. I  am aware that you have taken the 
trouble to make contact and you may feel disappointed that you are not going to be 
offered an opportunity to tell your story. Would you like me to give you some information 
on services that could be helpful for bereaved parents?]
If yes: [Just to make sure that this is the right thing for you to get involved with, do you 
mind i f  I  ask you a few questions? Do you have some privacy now so we could talk? 
Would you prefer me to call you back at a more appropriate time? (If yes, arrange a time 
to call them back) .7
Questions:
1. Maybe you can start off by telling me something about why you have been
interested in taking part in this research?
2. Is there anything in particular you are hoping to get out of participating in the
research?
(Look out for signs that they might want something that is inappropriate, e.g. 
therapy)
3. Do you have supportive people in your life that you feel comfortable to talk to 
and lean on in times of need?
(Note caution i f  the answer is no or there are covert signs that support is not what 
it should be)
4. Could you talk to him/her/ them after the interview if you feel you need to?
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(Note caution i f  the answer is no or i f  they hesitate to answer)
5. How do you feel about taking part in this research? Do you have any reservations 
or worries? Do you feel you are ready to take part in this kind of research?
6. Are you in therapy or counselling at the moment?
If yes: That’s good, because i f  you do take part in the research you’ll have 
somewhere to take any upsetting feelings that might be raised. However, i f  it is
o.k. with you I  would like i f  you could speak with your therapist first i f  you do 
decide that you would like to take part in this research as she/he might want to 
discuss with you how this might affect your therapeutic work.
1. Do you currently participate in the support group through which I contacted you?
If yes: That’s good, because i f  you do take part in the research you have 
somewhere to take any upsetting feelings that might be raised.
The interview will be conducted sensitively and it will be quite flexible, allowing you to 
decide what and how much you want to say. I  hope that the interview might be o f some 
benefit to those who take part. However, there is a possibility that talking about an 
experience like this might trigger powerful emotions. I f  you do decide to participate and 
you become upset how would you like me to respond?
Concluding the call:
If deemed suitable I  think it is important that you have a few days to think 
about what we have talked about in order to make sure that you are comfortable with 
taking part or you may decide that you do not want to do it. So i f  it’s o.k. with you, can I  
give you a call or you can call me back in a couple o f days?
175
If deemed unsuitable Thank you for getting in touch andfor showing interest in 
the research. On reflection, I  am wondering i f  this might not really he the best thing for 
you to get involved in at present. I  am aware you have taken the trouble to make contact 
and you may feel disappointed not to be offered an opportunity to tell your story. Would 
you like me to give you some information on service that could be helpful for bereaved 
parents?
(Take some time over this so they do not feel rejected.)
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Appendix E: Interview schedule 
Introduction
Introduce the researcher and remind the participants o f the nature and the aims o f the 
research project. Acknowledge our recent telephone conversation and try to build a 
rapport and to convey empathy, that I  am interested in the interviewees, their values and 
experiences.
Explain that the interview will last for approximately one hour.
[My plan is that we will spend approximately between 60 and 90 minutes together. 
However, I would like you to determine how long we spend on this as this is your time 
and you can take as long as you feel you need.]
Acknowledge the personal and the potentially distressing nature o f the interview material 
and encourage them to inform me i f  at any point they would like a break (or stop 
completely). Explain that i f  they become upset or emotional, that is okay and I  will be 
here to sit with them through that. Explain that I  will also ask them i f  they would like to 
take a break or even to terminate the interview i f  I  suspect that the interview is becoming 
very distressing for them. Emphasise the right to withdraw from the interview at any 
point, without pressure for an explanation, in which case all data referring to them will 
be destroyed. Explain confidentiality procedures.
Offer (as a printed sheet) some contact details for ongoing future support. Give it now 
and not later, so that they do not interpret the offer o f support at the end as an indication 
that they need help.
Address any questions or concerns that they may have.
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[Before we begin, do you have any questions or coneems you would like to talk to me 
about?]
Demographic questionnaire and consent form
Ask participants to compete the demographic information questionnaire.
[I would like to begin by asking you to eomplete this questionnaire. This is to give some 
information about you, like your age, your oeeupation etc. This will not be used to 
identify you in any way, but will help people who read my research to understand better 
the range of people that took part in the study.]
Obtain signed consent to take part in the research and to audio record the interview. 
Begin recording
Information about the parent/child relationship before death
I thought we could start by talking about your relationship with (name of child) before 
he/she died"^  in order to help me get a better sense of your relationship and put the rest of 
what we will diseuss in context. However, I would like to know how you feel about 
starting here; although this would be helpful for me I want to be guided by you, so how 
do you feel about starting here?
-if happy then continue; if  not, then discuss with them why, explain that starting this way 
may not be right for them and let them take the lead.
1. Perhaps you eould begin by telling me a little bit about (name of child).
[Prompt: how would you describe his/her personality and characteristics?]
 ^Pay attention to the words used by the interviewees to describe their child’s death e.g. death, loss etc and 
use them in later questions.
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2. How would you describe your relationship with (name of child)?
[If necessary, prompt for emotional quality o f the relationship].
3. Thinking back before (name of child)’s death, can you tell me a bit about how life was 
for you?
[Prompt: ask for every day responsibilities, work, leisure time, friends]
4 .1 would like to get a sense of what being a parent meant to you.
5. (If they have stated that they have other children) I see from the questionnaire that you 
have (number of ehildren) other ehildren. How would you describe your relationship with 
(them/him/her) before (name of ehild) died?
Information about the status of being a single parent
1. I see from the questionnaire that you eompleted that you are single/ separated/ 
divoreed/ windowed/ living with a partner.
- I f  separated/ divorced:
a) How long have you been separated/ divoreed?
b) How would you describe your relationship with your ex-husband/ partner? 
e) How was his/her relationship with (name of ehild) before he/she died?
-If widowed:
a) How long have you been widowed?
b) How would you describe your relationship with your partner before his death?
c) How was his/her relationship with (name of ehild)?
-If living with a partner:
a) How long have you been living with a partner?
b) How would you deseribe your relationship with your partner?
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c) (If the relationship with partner existed before child’s death) How would you 
deseribe your partner’s relationship with (name of ehild) before his/her death?
-If single:
a) How long have you been single?
2. I would like to get a sense of what being a single parent meant to you.
3. How important was it for you to be a earegiver to (name of child)?
4. Would you say that, in your case, the faet that you were/are a single parent has, in 
any way, influenced your relationship with (name of ehild)?
[Prompt: I f  yes, in what way?]
Information relating to the death of the child
If it’s ok with you I would now like to ask you a few questions about (name of child)’s 
death. I see from the questionnaire that (name of child) was (age) years old when he/she 
died and that he/she died (length of time) years ago.
1. Could you tell me a bit about the events leading up to (name of ehild)’s death? 
[Prompts: what was going on in your life at that time? What was going on to (name o f  
child) ’s life at that time?]
2. Can you reeall your initial feelings and reactions in the immediate aftermath of (name 
of child)’s death?
[Prompt: Can you describe these to me?]
3. Can you tell me about the impaet that (name of child)’s death had on you during the 
first few days after his/her death?
180
4. I wonder whether how you responded at that time was just how any parent would 
respond or whether your response might have been conneeted in any way with you 
being a single parent. Do you have any views on that?
[Prompt: I f  yes, what? In what way do you think they were different?]
5. What, if anything, did you do to help you eope at that time?
[Prompt: How did this help?]
6. Did you have anyone that you eould turn to for support?
- If yes:
a) Who were these people?
b) What did they say or do?
e) In what way did you find their responses positive or negative, helpful or 
unhelpful?
7. At that time was there anyone that you felt you eould not turn to or that you thought 
would have been more helpful than they aetually were?
[Prompts: why was that? How did this make you feel?]
8. Is there anything that you feel you didn’t get that would have helped you during that 
time?
[Prompts: I f  yes, what is that? In what way would have been helpful? What do you 
believe might have been the reasons you didn’t receive that?]
9. Thinking of the support you got at that time, do you think the faet that you were a 
single parent affeeted the support that you got or do you think that any parent would have 
got the same kind of support?
[Prompt: I f  yes, in what way?]
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The time since the child’s death
Let’s move now to explore a longer period of time, that between your experienee of your
ehild’s death and where you feel you are now in relation to that.
1. We have talked about your immediate feelings and reaetions after losing (name of 
child). Have the feelings we explored before changed at all since then? Can you 
deseribe to me the emotions you have experienced in the time sinee then and now?
2. From what you have told me it’s now (number) years since (name of ehild)’s death. 
How would you deseribe how you feel now about losing (name of child)?
3. Earlier you said that that immediately after (name of child)’s death, you eoped by 
(refer to what said before). Thinking of how you eoped during the time since (name of 
ehild)’s death, have you done anything different to get you through?
[Prompt: i f  yes, what have you done? How was it helpful?]
4. In the time since (name of child) died, how do you think you have coped, if at all with
the whole experience of your loss?
5. In what ways, if any, has losing (name of child) affected how you feel about yourself?
6. I’m trying to figure out if parents who have lost a ehild find that their lives change in 
significant ways after their loss or if they find a way of getting their lives baek to how 
they were before the loss. Has your life changed since (name of child)’s death or have 
things returned to how they were? [If changed, ask about the nature o f those changes] 
[Prompt: Maybe you feel there have been changes in your relationships, perhaps there 
have been changes in your everyday activities, maybe the sense o f who you are has 
changed or perhaps your views on the meaning o f life and death have been altered. ]
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7. What do you think has fostered these changes?
8. I f  they have other children and they have not spoken about changes in their 
relationship with them or in their relationship with their ex partner i f  separated/divorced:
Some parents who have lost a ehild find that this is associated with changes in their 
relationships with other people -  with family members, friends and others -  whereas 
other parents find that there is little or no change in these relationships. What has your 
experienee been? Have there been any changes in your relationships with the important 
people in your life following (name of child)’s death or have things stayed more or less 
the same?
[If yes, get them to identify which relationships have changed and then ask about the 
nature and implications o f these changes and what they think may have caused them.]
9. We have spoken already about your experienee of support at the time of (name of 
child)’s death. I would like to ask you if you received any support between that time and 
now. What is your experience of support over this period?
[Prompt: Did you receive positive or perhaps negative responses? How did it make 
you feel?]
10. Whom had this support come from?
11. In what ways have they been supportive?
12. How has this helped or not helped?
13. How would you have liked others to have responded to you during this time?
[Prompt: What could they have done or said differently which would have been more 
helpful?]
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14. Did you at any time seek any medical or counselling support to help you eope with 
your loss and grief?
If yes: a) why did you decide to seek medieal/counselling support?
b) Who did you receive support from? 
e) Where did you receive support from?
d) For how long?
e) What was your experienee of it? [Prompt: was it helpful/ unhelpful? In what 
way]
f) What could they have done in order to be more helpful to you? [Prompt: In 
what way would this have been helpful?]
If no: Were there any reasons that prevent you or made you hesitate to seek 
medieal/counselling support?
15. Is there anything that you didn’t get that would have helped you during this time? 
[Prompts: I f  yes, what is that? In what way would have been helpful? What do you
believe might have been the reasons you didn’t receive that?]
16. Thinking of the support you’ve received during this time, do you think the fact that 
you’re a single parent has affected the support that you’ve got or do you think that any 
parent would have got the same kind of support?
[Prompt: I f  yes, in what way?]
17. Are there things that you feel those who try to offer help and support to bereaved 
single parents should know or take under consideration?
18. Reflecting upon your personal experienee, would you say that in your experienee 
losing a child is a similar one to the one of non-single bereaved parents or is it different in 
any way, positive or negative?
184
[Prompt: I f  different, in what way? What would you say differentiates the experience?] 
Closure
/  don’t have any more questions. However, is there anything else you would like to talk 
about? Anything that I  haven’t covered and that seems important?
Before we end, I  would like to spend some time reflecting on what it has been like for you 
to take part in this research.
1. Were there any occasions when I seemed not to understand what you were saying or 
used language which seemed strange or wrong?
- If yes:
a) When did this happen in the interview?
b) What was it that I didn’t seem to understand?
e) What language would you rather I had used?
[Thank the interviewee for these insights; It might be useful for me to know when I  talk 
to others]
2. Was there anything about the interview that you found helpful/ unhelpful? In what 
way?
3. Is there anything else you would like to say or ask me?
Thank the interviewee for taking part and sharing their experience with me. Remind 
interviewee that their identity and the identity o f others disclosed in the study will remain 
confidential and what they have said will be treated with utmost confidence. State that I  
could send them a copy o f their interview transcript to comment or amend on it i f  they
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wished. I f  seem upset or say so, ask i f  they would like to spend some time talking about 
these feelings. Ask whether they have anyone they can talk to later. Ask whether they 
would like me to make a follow-up call. Remind them o f the sources o f support mentioned 
at the beginning that I  could put them in touch with.
Other prompts/probes that can be used throughout the interview
Could you tell me more about that?
Could you please give me an example o f what you mean?
How did that make you feel? How do you feel about that?
How did this impact on you?
Why do you think this might be?
There is no correct answer. It is not expected that you would have felt the same way. I  am 
interested in how you feel.
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Appendix F: Consent form
I the undersigned voluntarily agree to take part in the study “Grieving alone? Towards an 
understanding of the experienee of bereaved single parents: An interpretative 
phenomenological analysis” and I agree for the interview to be recorded. I have read and 
understood the Information Sheet provided. I have been given a full explanation by the 
investigator of the nature, purpose, location and likely duration of the study, and of what I 
will be expected to do. I have been given the opportunity to ask questions on all aspects 
of the study and have understood the advice and information given as a result.
I agree to comply with the instructions given to me during the study and to eo-operate 
fully with the investigator. I shall inform her immediately if I feel distressed or suffer 
any deterioration of any kind in my well-being.
I understand that all documentation, including recordings, held about myself is in the 
strictest confidence and complies with the Data Protection Act (1998). I agree that I will 
not seek to restrict the use of the results of the study on the understanding that my 
confidentiality is preserved.
I understand that I am free to withdraw from the study at any time without needing to 
justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participate in 
this study.
Name of volunteer: ...............................................................................................
(BLOCK CAPITALS)
Signed:
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Date:
As the researcher, I formally undertake to conduct this interview in a sensitive manner 
and to ensure the confidentiality of the individual interviewed.
Name of researcher: ...........................................................................................................
(BLOCK CAPITALS)
Signed:
Date:
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Appendix G: Demographic and bacl^round information questionnaire
Thank you for agreeing to take part in this study. It would be very useful if you would 
read and eomplete this information sheet about yourself and your ehild. The information 
that you will give will never be used to identify you in any way. All information that you 
give is eonfidential. However, if you don’t want to answer some of the questions, please 
do not feel that you have to.
1. How old are you?
2. (a) Whieh of these best describes your current relationship status? Please tick the 
appropriate answer.
Married
Divorced
Separated
Single
Living with partner 
Widowed
(b) If your relationship status was different at the time your child died, please indicate 
what it was then.
Married
Divorced
Separated
Single
Living with partner 
Widowed
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3. How would you describe your ethnic origins? Please tick the appropriate category to 
indicate your ethnic background.
White
White-British [ ]
White-Irish [ ]
Any other white background, please write below
Black or Black-British
Black-Afriean [ ]
Black-Caribbean [ ]
Any other black background, please write below
Asian or Asian-British
Indian [ ]
Pakistani [ ]
Bangladeshi [ ]
Any other Asian background, please write below
190
Chinese or other ethnic group
Chinese [ ]
Any other, please write below [ ]
4. What is your current occupation?
5. What is your highest educational qualification? Please tick the appropriate answer.
None
GCSE(s)/ O-level(s)/ CSE(s) 
A-level(s)/ AS-level(s) 
Diploma (HND, SRN, etc.) 
Degree
Postgraduate degree/ Diploma 
Other, please specify_______
6. Thinking of your child who died, was your ehild your
Son [ ] Daughter [ ]
7. How long is it sinee your ehild died?
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8. How old was your child when he/she died?
9. How old were you at the time of your child’s death?
10. Do you have any other ehildren? Please tick as appropriate.
No [ ]
Yes [ ]
If yes, what age and sex are they?
Thank you for completing this questionnaire.
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Appendix H: List of support organisations for participants
SUPPORT ORGANISATIONS 
FOR BEREAVED FAMILIES AND SINGLE PARENTS
• Care for th e  fam ily  (UK) ( h ttp ://w w w .c a r e fo r th e fa m liy .o r g .u k /)
Contact details: Tel: (029) 2081 0800
Care for the Family
Garth House Email: mail@eff.org.uk
Leon Avenue 
Cardiff 
CF15 7RG
• Cruse Bereavement Care (UK) (http://www.crusebereavementcare.org.uk/)
Contact details: Helpline 0844 477 9400
Central Office
Cruse Bereavement Care E-mail: helpline@eruse.org.uk
Cruse House, 126 Sheen Road 
Richmond, Surrey 
TW9 lUR
• Gingerbread (http://www.gingerbread.org.uk)
Contact details: Tel: 020 7403 9500
Gingerbread
307 Borough High Street E-mail: offiee@gingerbread.org.uk
London, SEl IJH advice@gingerbread.org.uk
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•  O ne P a ren t F a m ilies  (O FF) ( h t t p : / / w w w . o n e p a r e n t f a m i l i e s . o r g . u k )
Contact details:
O n e Parent Fam ilies  Tel: 0 2 0  7 4 2 8  5 4 0 0
2 5 5  Kentish  T ow n Road
London NW5 2LX E-mail: in fo @ o n e p a r e n t fa m i l ie s .o r g .u k
• SPAN (Single Parent Action Network) (http://www.spanuk.org.uk/)
(http://www.singleparents.org.uk)
Contact details:
SPAN TeliOll? 9514231
Millpond
Baptist Street E-mail: info@spanuk.org.uk
Easton
Bristol
BS5 OYW
• The Compassionate Friends (TCP) (http://www.compassionatefriends.org/)
Contact details: Helpline: 0845 123 2304
53, North Street
Bristol BS3 lEN E-mail: info@tfc.org.uk
United Kingdom
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Appendix I: Example of an interview transcript
Participant Ann
All identifying information has been changed and pseudonyms have been used in order to 
ensure confidentiality
Researcher: If you are ready we can start 
Aim: Ok.
R.: I was thinking about how we can start or from were we can start actually. I thought 
that it might be useful if we start by you telling me a little bit about your relationship with 
your son before he died, in order for me to have a better understanding of your 
relationship and also to help me develop an understanding of the ‘wider picture’ of what 
was going on in your life at the time, in order to put everything that follows in our 
discussion in context. But do you agree with that, is that ok for you if we start in that way 
or would you prefer to start in a different way?
A.: It is quite important that anyway, yeah. It’s all part of the story.
R.: So, in that case, we can start with that.
A.: Ok. So first of all, let me introduce you to my son [takes a photograph in her hands] 
R.: Yes.
A.: That’s Paul, that’s the young man we are talking about, ok? [Researcher nods] And 
those are pictures of him growing up. So, he is the guy that this is all about. [She leaves 
the photo down]. Paul was a drug addict. He started off with smoking dope and then he 
ended up on heroin. He had many times in his life when he tried to stop and then he was 
up on it again. He eventually told me, after I think he had probably been on it... he had 
probably been on some kind of drugs for about 3 years at that point, but he did tell me 
about it and we talked about it and we had a really loving time of sharing. And when we 
talked he knew that I understood what he was saying because I was an alcoholic many, 
many years before and there are obviously quite a lot of similarities in that, you know, 
being addicted. So, we had in a way, because of that we were quite close. Being an 
addict, they obviously go off on their own a lot and they are often off in the world, trying 
to get a drug from each other, but we had something closer that I didn’t have with my 
other boys, because of that that we shared. So we would talk quite a lot about that in 
times that he was really struggling and he wanted to get clean. He got to, he had to leave
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home when he was, just before his 16, because he got violent and I would think that 
maybe he has just started taking drugs around that time. I don’t know for sure, that never 
was talked about. But I think that’s probably when he started and that’s maybe why all 
these later happened.
R.: You have other children as well.
A.: Three other sons, yeah; one older and two younger. And the two older ones never got 
on well together. They were always arguing and fighting. So when the knives started 
coming out, something had to be done about it because we were at risk then. Emm... and 
I didn’t know at that point, and still I can’t be sure, but maybe around that time he started 
taking drugs. So that maybe had to do with this extra violence and anger. But, em, it got 
to a point that he left A. [name of city], that’s where we were living, and he disappeared. 
He went to M [name of city].
R.: Is that at the age of 16?
A.: No, no, he was much older then. He was probably, em, he was probably about 23, 24 
when he left A [name of city]. I think he got too involved in the drug scene and he 
disappeared. He just disappeared one night, you know. I mean I had phone calls and I 
knew he was going, but he went. So, I haven’t seen him for another couple of years. And 
he would ring me, on and off he would ring and we talked... em, he, when he specially, 
we started talking more when he got himself a flat and he had a girlfriend, they were 
hoping, they were trying to get off heroin. And they were trying, they went on methadone 
treatment, and he had that in A [name of city] only it doesn’t do anything ‘cause it just 
doesn’t do anything about the addiction, it doesn’t address it at all. It just covers it over 
with the medication as opposed to the drug. So, it was just a continuous battle. When he 
was in M [name of city], he, he went through quite a lot, living on the streets and he got 
quite sick, which I didn’t find out till afterwards, but he started phoning me and we had 
lots of conversations about him getting clean. And, em, they were long and they were 
emotional, and we talked it through because he knew that what I was saying was right so, 
obviously I gave him lots of advice and he had just got to the point when he was going... 
he decided in the end, you know, the level he could cope with it, trying to do something 
about it. So that’s what happened, he got in touch with a counsellor, through the doctor.
R.: Hmm. And this happened how long ago? How many years before he died?
A.: Well, this is part of the story, about when he died. Because what happened.. .can I just 
go straight into this now, about when he died?
R.: Whatever you prefer, it’s up to you. Just a quick question to make sure I understood 
right. So, although he was not living with you at the time and there were some constraints 
because of his past behaviour in the relationship, however you feel, you would describe 
your relation with him before his death.. .you said already that you were close...
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A: Yes, I think we were ok, we were good. But the problem was, with the drug addicts, 
you know, they try and then they fail and then they go back and it’s a yo-yo thing. And it 
got to a point when he didn’t want to put me through any more. And what he wanted to 
do was to get himself clean, get himself sorted out and then I was going up to M. [name 
of city] and he was going to show me around M [name of city], you know, and he wanted 
to get his flat together and he got a flat, and his girlfriend, and they got television and 
decorating. And we were just about to get at the point that I was going up to M. [name of 
city] and my dad died. And.. .so, I had to spent six weeks with my dad until he died, I had 
to stay with him at the hospital. So Paul and I put it on hold, my visit on hold. And then 
my dad died, in January, em, February and so - no it was January- my dad died and I was 
talking to Paul and said, “oh, you coming up to visit” and I said “yeah. I’ll come up”. My 
mum then said, and she said that on her own, “wait until I get the new car”, because she 
sold the car, the two cars they had, “and we can go together”. So I said, “yea, that would 
be nice, we go to M. [name of city] together”. Cause I wasn’t actually 100% sure quite 
how clean he was. So, it was quite nice, you know. I’d have a better support if we go 
together. So that’s what we did. And then my mum said “oh, I have been invited to go to 
with a friend”, she had been invited by a friend to go to [name of country] for one week. 
So she said “when I get back we go up to M. [name of city]”. I mean these all is, my dad 
died in January, there is only 3 months between my son and my dad dying; so, it’s all 
short space in time, we are only talking about few weeks. So, she said ‘oh. I’d just go to 
[name of country] with Alexia and then we are off to see Paul’. My mum left and then 
next day my son died. My mum was actually on holiday when my son died. I think she 
left on Friday and he died on Tuesday, so she came back the following Saturday, he’s 
gone. So we never made it to M. [name of city], so actually I haven’t seen him for 2 
years. So that was difficult; and then what happened, and also, just before that, the year 
before that my husband and I split up. He was always, violent, abusive. So that was 
always another concern for Paul. He always used to ring up and find out how I was 
getting on with my husband; you know how he was treating me and how he was 
behaving. Some of the other kids didn’t always ask, you know. Paul always did. He was 
quite caring; even though he was an addict, he was still quite caring. So, em, he hadn’t 
actually call me for 3 weeks, ‘cause he didn’t had a phone in his flat so he had to use, 
‘cause they didn’t have mobiles quite so readily as we do today, 11 years ago was quite 
different with mobile phones. So he had to go down to the public phone box, excuse me 
[cough], to ring me. And as I said, he hadn’t rung for 2 or 3 weeks. And then suddenly I 
had a phone call, it was about 5 o’clock in a Thursday evening, and, em, end, em, it was a 
woman. She said “are you the mother of Paul B.?” I said yes. She said “well, I am [name 
of the nurse], nurse from, she rung from intensive care [name of the hospital] hospital, M. 
[name of city]. Your son is not expected to live through the night”. I mean obviously I 
was on my own, I had my youngest son living with me but he was out, I can’t remember 
where he was, he was out and, so, em, em, so basically that was it. I am trying, yea, em, 
so I rung a friend of mine... just, I mean I had just spend six weeks ‘cause my dad was in 
the intensive care, ‘cause my dad had just died, and suddenly I am getting it again with 
my son. So, I rung her and I said “I don’t know what to do”; ‘cause the nurse said, she 
said “oh, don’t worry about it” she said; because obviously 1 just went bizarre, as you 
would. And she said “don’t worry about it”. She said, “Come up in the morning”. But she
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had just told me that he wasn’t expected to live through the night. So anyway, I decide to 
go to M [name of city]. I rung my friend and said “I can’t cope with thinking about what 
to do”. It was hard to get it all in, you know. So she said, “Pack a bag and I will get the 
train times and I will get someone to give you a ride”. And then she got another friend to 
take me to the station. So, I got on the train and I just went to M. [name of city]. And I 
didn’t know where I was going so I just got off the train and got a taxi. Well, 
unfortunately the taxi driver thought that I was a nurse and took me to the back entrance 
instead of taking me to the front so I could find intensive care. So, we had to do that. So, I 
sat there and I said “I don’t understand where you go”. So he said “aren’t you a nurse?” 
and I said “no, I am here to find intensive care”. It was late at night, it must have been 
around 11 o’clock at night by then, so you know, the hospital was kind of closing, well 
not closing down, but you know, the security doors and this side and the other ,you know 
because it’s not free for all after certain time, after 10 at night. So, anyway, I got to 
intensive care and he was on support completely, on life support. Every part of his body 
was gone. I mean obviously he was unconscious ‘because he was on ventilator. He had 
two different drugs for his heart, they were piggybacked, two of them piggybacked 
because he couldn’t live a second without them. Emm, he was on dialysis, he had tubes 
absolutely everywhere. Every single part of his body had gone, but he was alive. I mean, 
obviously they were keeping him alive breathing but, but he was just in total support; and 
he had, and so they said then, they didn’t think, they didn’t expect him to live through the 
night. So, I stayed there all night with him; and the nurse that he had was just absolutely 
lovely, she was just brilliant, she was really, really helpful. I was off on Thursday night, 
so Friday, I stayed with him all Friday; Friday night I did, they let me sleep in a doctor’s 
room, so I just got a couple of hours sleep on that day. And then the next day I stayed 
obviously with him all through the day and then in the evening, it was about early in the 
evening....let’s just tell you what was wrong with him. It wasn’t an overdose or anything 
like that. What had happened is, he had a chest infection and he had antibiotics, but they 
hadn’t shifted it and he had gone back to the doctor for some more and ‘because he was a 
registered heroin addict this particular GP wasn’t terribly sympathetic with him and he 
didn’t get his antibiotics. And then ... of course by then apparently he was in bed, he 
couldn’t move, he was too ill to move. So, that’s why he couldn’t phone me. He was too 
ill to get to, too ill. Right? And you heard me saying he’d got a girlfriend. She was a 
heroin addict. Now the only way I can think that this happened is that she must have been 
full of heroin, now either not aware of how sick he was or she didn’t want to call any of 
the authorities, a doctor or an ambulance, because she was on drugs. That’s the only 
excuse I can give her. Apart from that I could kill her, quite easily. But, obviously you 
can’t, you know, I can’t help think, you know, I could blame her for it, but you have to 
think of everything, all the situations. Apparently what happened in the end, now I would 
think, she was also, she was an ex prostitute and he was always proud that he’d got her 
off the street. Now, maybe she had been out working, maybe she was just high on drugs 
and she didn’t notice how sick he was. But, apparently, on the Wednesday she did call for 
the ambulance. She didn’t go with him to the hospital; she didn’t call me and my phone 
number would have been in the flat. She didn’t call me, she didn’t go with him; she just 
told the ambulance driver his name. That was all. So, obviously they had, they got him to 
the hospital. The important thing for me was to meet somebody who had spoken to him. I
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just wanted to hear his last words. And obviously the last person was the nurse, before he 
had the tubes put down. Ok, so I’d got somebody who had spoken to him. But that was 
the end, he never spoke again, he never came off the ventilator that was it. I never spoke 
to him, he was never conscious at any time. So on the Wednesday, and the words he had 
said were apparently “I can’t breathe”. Now, I would guess that he had probably said it to 
the girlfriend as well, but she did, so eventually she did get an ambulance. That was on 
Wednesday, but they didn’t phone me until 24 hours later. Because I told you it was 
Thursday evening, 5 o’clock. And he had gone in Wednesday afternoon. What happened 
was, they needed to find me and obviously the girlfriend wasn’t around, wasn’t 
forthcoming with intimation, maybe, I don’t know; I can only assume because of the 
drugs she disappeared. They found in his pocket a little tiny piece of paper that had the 
counsellor’s name on it and Thursday 1 o'clock appointment; the telephone number of 
the counsellor and the time, on a Thursday. So they rung that number, that’s all they had, 
a tiny, I still have the little piece of paper they gave it to me. That’s all they had to go on. 
So they rung that number and they asked her if she knew where his mother was. And she 
said that “the only thing I know is that they come from A [name of city]”. And they 
couldn’t do anything else, they couldn’t find anything else. So they rang all the drug 
places in A [name of city]. Everywhere, the drop-in centres. Salvation Army, A [name of 
city] drug project, they rang there. But obviously the girl who he used to know from the 
A [name of city] drug project wasn’t there. ‘Cause she knew where he lived, she would 
have known where he lived. And they spoke to a lady that works for Salvation Army, she 
runs the drop in centre, she also runs a project for prostitutes in A [name of city] and 
actually I was part of that project. On that Wednesday night I was working with her on 
the project doing some polls in A [name of city]. She already knew that my son was 
dying, because she knew him. When they called her to ask did she know Paul, they 
wanted to know did anybody know him and did they know where he has lived. Well, I 
had remarried and I was then working on the project with her but she knew me with my 
new surname or she didn’t connect them. She knew us both, but she didn’t realise that he 
was actually my son because he had a different name. So I spent the whole 3 hours with 
her on that shift together. And she knew, and I didn’t. And I didn’t know until they 
actually find me on Thursday. And it was simply by asking questions and eventually they 
did find me on that day. So, it was just...it’s amazing really ‘cause a year could have 
gone by and I would never have known. But it’s just strange how my friend already 
knew. Circumstances so wired how these things happen....so, that’s how.. .she took him, 
she rung for the ambulance on a Wednesday, she didn’t turn up to see him until the 
Sunday afternoon, again I would think because of drugs kept her away. She, I had a little 
chat with her and she is like a little girl, you can’t put any blame on her for what 
happened, even though is probably kind of her negligence, because she was not in a stage 
to know what she was doing or what she was doing. She said to me “oh, I thought it was 
the drugs” no, she said “I thought it was the drink”. She thought he was drunk that’s why 
he was in bed. She just thought it was the drink. So, she is obviously not all there, I mean 
hearing her speaking she is not all there. I don’t know if she has quite a brain damage 
from drugs.
R.: I imagine it was very hard for you
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A.: So, you know that this person sat here is the one that could really, possibly, save his 
life and she didn’t. But I have to remember, having worked, having been an alcoholic, 
having worked with prostitutes, I have to bear all that in mind and put no blame on her at 
all.
R.: Hmm. It feels that you have processed your feelings and your previous life 
experiences seem to have helped you with that. I wonder though if you can recall your 
initial feelings and your immediate reactions at the aftermath of what happened.
A.: With her? With her it was you know, one part of me wanted to blame her, but another 
part couldn’t. And fortunately, I mean, I could have been living in a lot of anger but 
fortunately, I don’t because of that. Em, she didn’t want to come to the funeral or 
anything, that’s up to her. And one strange thing; I don’t know whether if every bereaved 
parent would say it, but, in a way, I didn’t want her anywhere near him. I wanted him, he 
was clean, he was in a hospital and I didn’t want anything to dirty him. Because my fear 
for years was that he was going to die in a gutter from an overdose. And here he was, he 
was in the hospital and he was dying because he had pneumonia. Not because he had a 
drug overdose and that was really important to me. But, the other thing that happened, 
which of course wouldn’t happen, it’s obviously a different situation for married or single 
parents, is that his father, I hadn’t seen him for about 25 years.
R.: You told me that you are separated now, but we didn’t discuss about your status at 
that time.
A: I was married before. Paul’s father was my first marriage. And we have been divorced 
for about 25 years.
R: At that point? At your son’s loss.
A.: No, it couldn’t be 25. It must have been, it must have been, em, oh yeah...because 
Paul was a year old when we split up. So it would have been 25 years I think at that time. 
So what happened is that when Paul was in the ICU, on the Saturday, early evening his 
heart stopped. But, they worked on him and they resuscitated him, he came back. And I 
thought, because they had saved him, I disregarded everything that they have told me 
before and I thought “he is alive, he is going to live”. And they had to get the consultant 
talk to me and say “nothing has changed. He is still dying’”. Nothing has changed. He 
was just getting a few minutes longer. And they said that the next time...so he said “we 
can’t let you get this on your own. You need to get someone to support you”.
R: Hmm.
A.: They called my son, my son was in the army so he had to get special leave, so he 
could come and visit us. So the consultant was in ex-services, so he rang and they gave 
him two days to come up and see Paul. So he came. Before he left L. [name of city] he 
rang his father, they’ve got the same father. He didn’t tell me he was doing it. His father
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turned up a few hours later, in the middle of the night, Saturday night. Because Paul’s 
heart stopped again later on Saturday evening and they said “this can’t go on, you have to 
be with somebody”. My son called his father, so his father turned up and then his father’s 
parents turned up. So I had to see an ex-husband that I hadn’t seen for 25 years at the 
same time I had my son dying. That’s not good. But it was such a long time ago that I 
told myself “I don’t know this man. He is like a stranger to me”. But then, sudden things 
were coming up over the next day or two that made me realise that this man hasn’t 
changed during this 25 years; he is the same man he was 25 years ago, which is why I 
divorced him.
R.: In a way, you had more negative feelings adding up...
A: Sure. It’s a whole different dimension you know. You are on your own and you have 
all those stuff from the past coming up. You know, ok, Paul was his son so he was 
entitled to be there, but I didn’t want that man there because I don’t, I didn’t know him, I 
hadn’t see him in 25 years, I didn’t want him there. Fortunately, he didn’t actually spend 
an awful lot of time by Paul’s bedside, I didn’t even know why he came. So I had my 
Alex there and it was good for him because he could spend a few hours with Paul and I 
got a couple of hours sleep on Saturday night. So we had Sunday and then we got to 
Monday and Paul was still alive and then on Monday night they said, Alex had to go back 
the next day, he had to go back to the army, they managed to get him only 3 days leave 
and he had to get back on Tuesday, and he said, “it’s alright I will come back on 
Thursday”, because he had some time off. And the consultant came to me and he said 
“what is that I heard about Alex leaving? He can’t leave because when he comes back 
Paul won’t be alive”. So they had to make more phone calls so that he could have more 
leave, because I don’t know, the consultant told the general or who ever he was, the 
commandant officer, Alex had to stay, they couldn’t allow him to go and leave me and 
leave Paul. So, I got, I asked him “what do you mean he is not going to live”? He said, 
“we really didn’t think he would last that long. Really he can’t survive another 2 days”. 
‘Cause already his heart stopped twice. And they said if it happens again they can’t allow 
him to go through everything he went through to start it again. Because, it’s very 
dramatic. I don’t know if you have ever seen it. It’s very, very traumatic, especially when 
you see it on your son. When you see it on television it’s about a minute, 2 minutes. It 
went over 25 minutes. And it’s just horrendous. They were these consultants there and 
doctors and nurses...there’s lots of them. They are all around the bed and they are all, 
trying to do the whole heart thing, and putting him drugs and then...and nurses are 
backwards and forwards getting more and pumping more in...it’s unbelievable! I asked 
afterwards how long it took, because you have no idea of time. “25 minutes”, she said. 
And she said because of the blood exchange and his, and his, em, the oxygen in his blood 
he had to be on his tummy, because he was lying on his back, which is why his heart 
stopped in the first place, so after that he was flat on his tummy. They said that if his 
heart stops again they’d have to flip him over and then start doing everything and they 
said that’s far too traumatic for him. And they couldn’t allow it. And they said “what 
we’ll do is just do every test that we can, just to see if there is any chance that he could 
live”. And for several hours they were backwards and forwards, they....I’ll tell you, I
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have never seen them do so many things to help one person. They were absolutely 
fantastic. But at the end, he said “I have done everything I can. There is no way he could 
survive. And he is probably going down now anyway because he’s gone for too long 
without oxygen. So, we really have to let him go now when he is ready”. The machines 
kept packing up, the dialysis machine kept clogging up and they said the next time it 
goes, they are not going to replace it. and, em, then the, she was lovely. It’s quite good, 
they are all connected to computers so she didn’t even have to stay with us. And, so, she 
pulled the curtains around and by that point on the Monday night we’ve rung my 
youngest son and he came down from A [name of city]. Because Paul and Ben were the 
closest. Paul and Ben were from my second marriage. And then I got married again after 
that and it didn’t last either unfortunately. So Ben came up and he sat on one side of Paul 
holding his hand and I sat on the other and then my eldest son Alex came and 
occasionally his father might come in, but basically we just stayed with him there and 
then we didn’t know anything until the nurse came in, she left us completely, it was just a 
few more couple of hours maybe three or four more hours, and then so she put her head 
down the curtain...I knew....because there was no way of knowing at what moment he 
had actually gone. She wouldn’t let me see the heart monitor, ‘cause I looked at that a lot 
with my dad, to see how my dad was progressing and that all declining and I had told her 
all about it and she knew that I did with my dad just a few weeks before, so she turned it, 
she wouldn’t let me see it. She told me “I’ll turn it when he is gone”.
R: You mentioned earlier that at some point you forgot, you felt as if you forgot what the 
nurses have said earlier and you thought he will live...so the hope I guess...
A: Yea, the reason they were concerned about me was that I was yo-yoing you know. 
They could tell me one thing and I could hear it and then I might believe it in one minute 
and then I wasn’t believing it. So, they were concerned that psychologically I was all 
over the place and I couldn’t get into just the moment, you know, and accept what was 
happening. That, em, ouf...
R: I imagine it wasn’t easy
A: And then basically, you know, his father wasn’t in question at all, I don’t even know 
what happened to him after a while. They took us out after a few minutes and I am cross, 
I still, I feel cross that I left him too soon. I know he died but I wanted...I stayed with 
him for a few minutes and then my son said “let’s just go”, you know, to the visitors’ 
room and they would take all the tubes and the machines away. And I just wished I 
stayed with him a bit longer, even if the tubes were in, or stay with him while they took 
the tubes out. But that’s not what they do. I don’t know, it’s just... and then when we 
went back it didn’t look like him at all. Because he has been lying on his tummy for 
several days and, you know, with all the stuff that were in, just didn’t look like him. So I 
was crossed really, because before, when he was still in the ventilator he looked like him. 
But as soon as he stopped breathing he didn’t look like him any more.
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R: You said that when the doctor came, you knew what she was going to say, you knew 
that your son died. Can you recall the initial emotions and the reactions you had 
immediately after Paul’s death?
A: Immediately, the first thing that I said is I am sorry. I said to him that I am sorry that 
he died. And I shouldn’t just let him die you see. So, that’s all I just kept saying....I am 
sorry, I am sorry. I was sorry that he had to, that he felt he had to take drugs. I was sorry 
that he had never had his father. His father never cared about either of the two boys. 
Although they always had the right to see their father, he would just keep them for a 
couple of weeks and then he would drop them again. And he turned against, he didn’t 
want nothing to do with his father years before that. So, it was horrible seeing his father 
then, knowing that he actually didn’t want him there. It’s only because my son had rung 
him that he was there. So I was sorry for a lot of things. I was sorry that he couldn’t live 
his life that he wanted to live; he wanted to have children but he couldn’t. That was it... .1 
am sorry! Obviously, I am still sorry for him [she becomes emotional]
R.: I do understand really.. .please take your time.
A: and then they took us to the visitors’ room and that’s where his father and his father’s 
parents were. But he didn’t speak to me. And then Alex was sat on the other side of the 
room and Ben, my other son sat next to me and I just had my head in his lap and he just.., 
I mean I just, I couldn’t, there was nothing else going on around me, there was nobody 
else who was around. It was just like I died with him. And then after few minutes they 
cleaned and.. .oh they were so lovely. And they put some flowers in the vase, by him and 
all the tubes were taken away, but he didn’t look like him. And, and I just stayed in for a 
few minutes and then I left. ‘Cause he wasn’t there; his body was there, but his body 
didn’t look like him any more. Because, you know the colour was gone, the colour was 
not good because he died from pneumonia and septicemia so you can imagine, you know, 
it deteriorates very quickly; it didn’t look very good and I didn’t want to see him like that.
R.: Hmmm
A: So, so we left. Em, I don’t know what happened after that. I don’t know. I think they 
took me back to the doctor’s room where they have been staying. By ‘they’ I mean my 
sons. They were staying in the hospital somewhere, but I don’t know where. I wasn’t 
aware of anything.
R.: Yea
A: ...everything else was gone, I don’t know. I think that’s what happened. Because 
probably by then it would have been about 4 o’clock in the morning, 4 in the morning I 
think. And I think they just put me in bed. I have to say I think ‘because I don’t know. 
And they then went, I was in my room but they then went back to their room which I 
think they were in the nurses’ room, which I think it was on the other side, off the car 
park, from where I was in the hospital. ‘Cause I was just down another floor or in the
203
upper floor, I don’t know where I was. And then they came back to me in the morning, 
em, I don’t know at what time. I had a terrible sore throat, really bad sore throat. I mean, I 
don’t really remember much about it now. I just remember that. And they came back for 
me, em, I don’t know about 8 o’clock, 9 ‘o clock, I don’t know what time it was; it was 
just in the morning. And I couldn’t walk! I just couldn’t walk! Em, I managed to ....just 
my legs couldn’t move. I don’t know if you have ever heard of that; I don’t know, I have 
never heard anybody did. They got me back up, we’d to go back to the intensive care. We 
had to get some paper work and go down to get the, to register, I don’t know. I really 
found it very, very hard to walk, I do remember that. And we did the paperwork and 
whatever we had to do when you leave the hospital and, em, and then they made an 
appointment for us to go to the registrar to registry the death. And they were very good, 
they were all very good and there was a lady who took all the details. Em, both my boys 
were with me, em, and we did that. Only Paul was obviously not working for a long time. 
And when she said ‘occupation’ it was a bit difficult really because, you know, no heroin 
addict has actually a full time job. And she said well, we kind of explained “well, you 
know he wasn’t working”; and she said, “Well, what he was enjoying doing?” and when 
he was growing up, Ben said, “he enjoyed doing plastering work”, he was taught how to 
do plastering, so they registered him as a plasterer (smiles).
R.: How did that feel for you?
A: That was nice, yeah. She was really gentle, she was really kind. I felt she was just 
lovely, everybody. I can’t fault anybody, apart from that one nurse who called me and 
told me that on the phone. And she, em, she got reprimanded because they said she 
should have said a policeman to tell me and to help me and sort me out. She should never 
have done that. She got reprimanded and she was the only one. Everybody else was just 
wonderful; I can’t thank them enough for what they did. They couldn’t have done 
anything more than they did. They did everything. That I know, I am 100% sure they did 
everything they could.
R: I wonder how it makes you feel, having that sense that everything that could be done 
was done.
A: In a way it’s comforting, you know. Because it happened after the other bits where 
you think he could have been saved maybe, you know.
R.: Hmmm
R: So, it is a little bit of comfort that. But after, what happened with his father and his 
parents I have no idea. Nobody said anything. Nobody spoke to me. In fact we had 
contact with his parents up till that point. And I haven’t heard, I hardly heard of them 
after that. They didn’t come to his funeral, nothing. Completely gone, vanished.
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R: So I imagine that, in a way you would say. ...you mentioned that yourself earlier when 
you started talking about Paul’s father and his presence there, that it is a difference from 
parents who are couples...it’s different for a single parent because it brought up those 
memories as well.
R: Absolutely! Yeah. And the other problem that was caused, because not only I was a 
single parent from Paul’s father, but also I wasn’t with my husband, my ex-husband, we 
split up actually a year before. But I had seen him again at Christmas, just briefly, he 
came at the church that I was at, at Christmas’ eve, em, he seemed to want to see me and 
spend some time with me. He was a very, very abusive man, all of my husbands have 
been abusing, including Paul’s father; and my last husband was even worse, he was 
horrendous. And in a way that affected Paul’s death as well. Because I had seen William, 
let’s say just after Christmas; my father had gone back in hospital on the 6^  ^of January 
and it was round about that time, I had seen my ex-husband on a Sunday when I went to 
his house and he was coming to my house on a Wednesday. I went back home that night 
and called my mum to see how my father was doing. And she said, actually she said 
“your father is very ill”. So I agreed that first thing in the morning I would be with them 
and he was then put into intensive care. But because I was with my dad in the hospital I 
couldn’t be there to meet my ex-husband and he never spoke to me again. He just 
completely...that was the end of it. He never spoke to me again. And he never came to 
my father’s funeral, nothing at all. I never heard from him again. I bumped into him once 
or twice, but not really to speak to him. And then when Paul was dying he actually rung 
the hospital and said to the nurse he wanted to know what had happened and could he 
come up. And they didn’t tell him anything, they couldn’t because he wasn’t family.
R: Would you mind if I ask you how was his relationship with Paul.
A: He hated Paul! And Paul hated him because he used to beat me up. And my husband 
didn’t like any of my children, because obviously I wanted to spend time with my kids 
and he didn’t like anybody taking my time away from him. So he was very bad with my 
children. He didn’t like Paul at all.
R: So Paul didn’t actually have any close relationship with him or either your second 
husband.
A: No
R: So you would say that you were actually the main care giver for your children?
A: Yeah, all the way through. They only had me. No, they didn’t like my second husband 
either, because he was also an abuser. Obviously I wasn’t very good in choosing men, so 
I don’t do that any more. So, then I had William moaning up the hospital, and that didn’t 
quite, I mean, why is he ringing? Because certainly wasn’t with me through, when my 
father was dying or when I was back in A. [name of city] So, why does he wants to know 
now? Why did he say he wants to come up? Because the nurse told me he said he wanted
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to come up and see me and I said no. He didn’t like Paul, why did he want to be there? 
And the only thing I could think of is that he wanted find out, and the only way he could 
do that was by talking to me, if Paul died by taking an overdose. Or whether, you know, 
it was drugs what he was dying fi*om. There was no other reason than that. And then, 
once he’d get that, he would be putting that around to all our friends, he’d put it around 
everywhere; because he had been a very nasty man. And I could see there was no other 
reason why he could be interested. He wasn’t a nice man at all. So I wouldn’t speak to 
him and I wouldn’t have him anywhere near... So you got the whole thing. You have the 
fact you are on your own, you have the fact you have the ex-husband and you got the fact 
that I had actually at another bad marriage that had ended.
R: You mentioned now that you believe he probably called trying to find whether Paul 
was dying from an overdose. And you mentioned earlier that it was important for you that 
he didn’t die from...
A: That he didn’t die from an overdose, yeah.
R: Would you like to tell me a bit more about that? Why you felt it was important for 
you?
A: Well, I suppose to stick on the label of an addict; I mean you just wouldn’t want that 
for your children. You know, you see on the, you hear about it in the TV, you know 
somebody being found in a squat and all the stuff like that. And he is my boy, he is my 
baby! I didn’t want that for him. Because, if he had to die, he had to be clean and like in a 
hospital bed. And, he wasn’t particularly clean, but the nurse and I washed him. He had 
lots of ear piercing, and not necessary only ear piercing, he had lots of piercing, you 
know, so they came out. So we washed him, he was clean and that’s how it had to be! 
How it has to be! So there was no, nobody could say anything about him. Saying that he 
was addicted, or you know, say something nasty about him. You know, he died fi-om 
pneumonia. That’s it! Probably it got on because he was an addict, maybe his heart was 
weaker. But he died clean and in the hospital. So, yeah, that was important to me. And 
the fact I was with him as well.
R.: Hmm...and you said that he didn’t have much contact with his father and that you 
were the sole caregiver for Paul and your other boys. I wonder what being a single parent 
means to you. Do you feel that the fact you were a single parent has influenced your 
relationship with Paul in any way?
A: With my children?
R.: Yeah. And with Paul in particular.
A: They only had me, yeah. We had a special relationship because of that. Yeah. You 
see, I have always been the only one for them. So, I don’t know anything else. I never 
had a marriage where my children were shared with my husband. Because they were very
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young, they were only 3 and 1 when I left my first husband, their father, and he was 
always hitting me around them. Then I tried with the next one and he seemed to be ok 
with them for the first couple of years until I had my 3"^  ^and 4^ .^ And that was the time 
when he started hitting me around and he was cold with them so I separated.
R.: So you said that the relationship you had with them it’s the only one you know. In 
what way would you imagine that your relationship was different in comparison to what 
you think it would be like if you were married with a husband who you would feel 
supportive?
A: The relationship with the children? I have no idea, because I never experienced it. I 
don’t know, I really don’t know. I only had....I don’t know what it’s like. I can’t even 
imagine what it’s like. I can’t imagine, don’t know. And I gave birth to them. I mean, 
even, well, I know that my eldest doesn’t see his father at all. And he just disowned him 
now; he doesn’t want anything to do with him now, while Paul gave up on him years ago. 
And my younger sons, they didn’t get on with their father either. So, I am still, I am still 
the only one basically, who is really in their lives. If they had to turn to a parent, it’s me 
they would turn to still. So I can’t even answer that one, because I really have no idea.
R.: So, I wonder how you would describe, if you don’t mind me ask you, your life as a 
single parent even before Paul’s death. What do you think has been significant for you in 
the experience of being a single parent in terms of relationships, but also in terms of 
everyday life and responsibilities?
A: It’s how it’s always been. Em, there is no one I could ask for advice or anything, there 
is no one to bounce back on, is there? There has never been. All I ever known is 
struggling on my own, with my own life. And I have got my family and, you know, that’s 
it. I never had anybody to rely on, to fall back on, to trust... all my life. I probably have a 
better relationship with him (points at her cat) than with men. He is very loving (smiles). 
But, I’ll tell you the one thing I used to think after Paul died. I didn’t think of it at the 
time, because I just wanted me and him; I didn’t want anybody else there. I just wanted it 
to be me and him. I don’t know if I could have shared him with a father; I don’t know if I 
could have done that.
R.: It feels like it’s always been the two of you.
A: Yeah. You know, his father didn’t take part in his life while he was alive; my ex- 
husband had never been part of his life really, I didn’t really want anyone there. But, 
saying that, in the grieving afterwards, I often used to think “I wish I could have someone 
to hug me and cuddle me”, someone I could cry on their shoulder, you know. Because I 
haven’t and I never felt I had, and I used to think “I wish I could have somebody there to 
take care of me. To take care of me, love and cuddle me and make me feel better”. But 
life is not always like that, so...but, now I think about it and I suppose going to [name of 
the organisation] and the bereaved parent thing, they you know, we have the first 
weekend and then we have the couples talk what it’s like and I am thinking it’s not like
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me, it wasn’t like that at all. I didn’t have anybody. And I used to think that couples have 
each other, they can take care of each other. And now I start to think that it’s not like that 
either. Because men and women may grieve different ways, there are different 
relationships and there has been a lot of nervous break through death of a child. And I 
thought, and then I have all that time when I was on my own when I could just grieve to 
my own pace basically. You know, it was only me. Don’t have to think about anybody 
else, apart from my youngest son who was still at home, so that was difficult. But, you 
know, obviously, he got older and he grew older and when he was 22 he got his own flat 
and I moved to W.[name of place]. I bought a house, a detached house. I felt sure that 
God gave me that house so I could just grieve on my own, when I need it to, without 
worrying about upsetting Alex at all, so I could just grieve when I needed it. So, in a way, 
it’s almost a blessing to be single and to be grieving a child. Because you don’t have to 
think about anybody else, just feeling. So, I guess, as with each situation, it has its pros 
and cons. So, if I try to look for the positive in it I can cope with it.
R.: As you said there are always two sides....You have already talked about your 
immediate reactions after the death. I wonder if there where any other feelings, emotions 
or reactions that you had later on.
A: Weird, really weird. For a couple of weeks very strange and obviously I didn’t have 
that situation before. And it was just like life in a bottle in a way. Life was just, you 
know, a hole in the house to put my, em.. .you know I had my kids with me then and Ben 
drove us back home to A. and then my third son who hadn’t come to the hospital, cooked 
for us. I remember he cooked because we didn’t had breakfast or anything. We just drove 
back; we didn’t go to Paul’s flat or anything. We just wanted to leave from M.[name of 
city]. Everything that was in the flat we just left it to the girlfriend. We thought, we didn’t 
want to go into there, you know, Pve got the clothes he had on and some bits and pieces 
that you know, they were his and that was it. I didn’t want anything; we just left them. I 
just wanted to get out of M. [name of city] We just wanted to get away. And I still feel I 
never want to go to M.[name of city]. It took something away from me and I never want 
to go there again. At some point I will probably have to try and break that, but I don’t 
want to, just yet. So we were kind a bit numb. Just numb and floating around. I just 
didn’t, I know that I kept bursting into tears now and then because I can remember that 
one of my kids would kind of put an arm around me. And I know that my friend came 
over and she helped me to do everything for the funeral, the songs and stuff for the 
funeral. It was very much, em, just kind of hard. The thing that made it slightly easier for 
me I guess was the fact that I used to be a funeral director and the company I used to 
work for was just down the road. And one of the guys I used to work with he came up to 
the house to sort the funeral out. I had actually rang him a few days before and told him 
that Paul was not going to make it and if he could take care of it all. So, they, they, he did 
all that and everything really, you know, we talked about flowers and we all knew what 
we were going to have. Nothing was really hard, because everything just fell into place. 
And the flowers that we had, we had his name, because he always wanted his name in 
lights “they will sign up my name up in lights one day’ you know”. So, we knew we will 
have his name, so that was easy you know. And we put our names; we were four, so one
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on each of them. So we had that, but it was just, I don’t know I wasn’t really aware of 
anything of that. I can’t tell you what I did apart from you know, choosing flowers and 
things for the funeral. Then, another aspect that was also difficult, when Julia the lady 
from the [name of organisation] the one who run the drop-in centre, she was at the same 
church as me. Because she knew Paul and because she was actually able to take a service 
she did the funeral at the crematorium. When it came to what she was going to say she 
wrote up, because she knew him I said what I wanted and she wrote it out, it nearly had 
me up because there were things that she said that there was nothing wrong with them but 
my ex-husband would have turned things around. So the whole time my mind was 
completely I had to watch every single word that was said, because I kept thinking what a 
twisted mind he’s got and he would turn things around. So, that was hard.
R: Would you mind, could you please give me an example of that?
A: I can’t think of anything now ‘cause it was such a long time ago, but I remember it 
was really hard, that it was really important that he couldn’t get to twist anything. 
Because that’s what he did.
R: And you felt, if I understand right what you said, you kept thinking about how he 
might twist things around. What were you worried about? What he could say about 
Paul...
A: Yes.
R:.. .what might be the effect on you or on the rest of the family... ?
A: No. What he would say about Paul; because I didn’t want a blemished memory. I 
wanted him to be remembered in the best possible mind. Ok, there were things wrong 
with him, that they weren’t good. But that didn’t have to continue. That was gone. He 
was dead, that was gone. I just wanted a really nice memory of him.
R: Yea, you wanted to protect him and his memory.
A: Yea. So that stressed me because I had to change so much, to make sure that the 
wording was just right...but I wouldn’t let him go to the funeral, so why? But it was the 
details, the details drove me mad! My mum kept saying, because my mum came back on 
Saturday and I told her Paul had died, she stayed with me until we had the funeral sorted, 
and she said that “you say what you want to say”. But I said 2you know what William is 
like”, how he can twist things, even though he was not going to be there. It was just awful 
that. I mean, I don’t know, I don’t know ‘cause as I said I was protecting Paul, so I don’t 
know any more how it would affect me now. I don’t know whether because it was just 
me, well this might happen in mothers when in couples I don’t know; after the funeral the 
ashes were at the crematorium. I couldn’t bear that, I couldn’t bear that his ashes were at 
the crematorium. So my friend said “I’ll keep them in the office”, until I was ready to, 
because we have decided not to scatter them and my other son thought we could have a
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little terminal you know. But when we went at the crematorium, it wasn’t nice, it was 
messy, you know, it ends up looking messy after a while, not that nice. So I said no, I 
don’t want that. So I decided to keep them until I decide what I want to do. And I said to 
Sharon “I can’t cope with them being at the crematorium” that’s why she took them and 
she kept them in the office. A few days go by, I can’t bear they‘re there. Because I used 
to work there, so I know where they are kept. And I thought, I can’t cope with that, I need 
to have them home; I’ll go bring the ashes at home, I can’t leave them there. Em, so then 
I did. I went and took the ashes and brought them home and I put them on my bedside 
and I thought “that’s Paul”. Yeah, for a couple of days obviously that was painful, ‘cause 
I thought that’s all I’ve got left from my son, em, and I got through that one and then I 
thought what I would do. I always enjoyed woodwork and I knew what a casket would 
look like so I made one. And somebody, when it came at the funeral, said “why you don’t 
put them in your back garden where he used to play as a boy?” So I thought that’s what 
I’ll do. So, I built a little box, I put them in and I thought I’ll bury them in the garden. 
And then I thought, I can’t cope with that, I don’t want all the dirt and the wet and, you 
know, even though the box is all sealed, I never got it open, it’s so well sealed up, it 
would never open and I put letters and bits and pieces inside and I got a name plate on 
top, but no, I can’t do that. So then I thought well maybe if I make like a sealed tom, put 
it in the garden. But I thought, no can’t cope with that. I will just keep them in the house 
and I will be done with it and, em, if nobody likes it then that’s it. And I had people 
believe “no you should get rid of them, you should do this, you should do that, you 
should do something else”. But I had a really got fi*iend of mine who said “you could do 
whatever you want with them. They are yours; you can do them whatever you like. I’ll 
tell you one thing you could do”. He said “when you die, you can put his ashes in your 
coffin and you can be cremated together”. And I thought that’s what I want to do. And I 
have his ashes, 11 years, in my chest that has all his bits and pieces, all sort of his bits and 
pieces, his clothes, his old teddy, photos, you know, everything that is Paul’s is in there. 
It doesn’t really bother me, it’s not morbid, it’s not upsetting. I live with it; it’s there in 
there, that’s where they are and you can see there are so many stuff on there, I can’t open 
it every day and looking at it and getting all upset. That’s it and that’s what I am going to 
do and I am really happy with that decision.
R: I was ready to ask you actually, because you mentioned it’s not upsetting, I wonder 
whether it is actually comforting...
A: It is. Because they are not in a grave or discarded. They are there, why they shouldn’t 
be? Other boys still got their mum, why shouldn’t he? And nobody wants his ashes when 
I am gone, so they’ go in the coffin with me, as my friend suggested. I am very happy 
about that. The boys are happy with that; they are ok with it because they don’t want 
them afterwards.
R: So, I get the sense that perhaps it gives you a sense of continuity in a way
A: Yea. Since it has been a sense of closure, because the whole thing, you know, when I 
did the box and his ashes were in a plastic container and then I wrote him a letter and.
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em, I got his other bit and pieces in there, I put the lid down, I scouted it down, it’s all 
glued around, and the plate is on it. So, it’s finished that’s it. For me it’s finished, it’s 
final. But I feel happy, because they are there and they are not forgotten somewhere, in 
the ground forgotten. So that’s me. But you see if I was with a husband, maybe I 
wouldn’t have been able to do what I wanted to do. Maybe they wouldn’t want that. So, 
it’s got its compensations being a single parent (laughs). Not a lot, but it’s got its 
compensations.
R: Hmm. That brings on another question I wanted to ask you. You said that being a 
single parent you had the time and space to grieve in your own pace and make your own 
decisions about what you would like to do, what it would be helpful for you. I wonder if, 
apart from that, there are other responses, other aspects that you feel might have been 
different if you weren’t a single parent. Something that would have been different in your 
immediate reactions or the coping strategies you employed.
A: If I haven’t been a single parent?
R.: Yes. You mentioned already the fact that you felt that if you weren’t a single parent 
you may haven’t been able to grieve on your own pace. Is there anything else you feel it 
might have been different?
A: Well, I would say probably that, assuming that you have a close marriage, I would 
assume you would have someone to talk to who knew the child. Because you both knew, 
you would both have known, whereas you know, if I had em, you know quite a few of 
my friends didn’t know him or they have met him just occasionally. Because he was 26, 
he left home a long time ago. You know it wouldn’t be many 26 year olds still at home. I 
mean they may be these days when you can’t afford housing, but kids left home and you 
know...so none of my friends would have known him. And then, sometimes is hard and 
sometimes not but, I lost a lot of people around me. My church that went by the way; 
they weren’t supportive at all. You do think that they are gonna be supportive and it is a 
bit disappointment when they’re not Whereas I’ve heard a lot of people who.. .but I think 
actually, I can’t be 100% sure, but a lot of couples seem to have quite a lot of support 
from other people, like other couples, their church, while I had none of that at all. You 
know, people would be brought meals, various other supports; I didn’t have that; and 
actually I don’t know of any other single parent who has had that.
R.: So, do you feel that it might be related to your single parent status?
A: Well, that’s another phenomenon isn’t it? Whether you are a single bereaved parent or 
a single parent, is that actually there is a tendency to lose married friends. You don’t go 
to the same events any more, do you? Because it was couples before and now you are not 
a couple any more. And I don’t know if any of that had to do with it, but my church was 
not able to support me in any way afterwards. I had that one friend who was brilliant, but 
when I spent time with her I didn’t want to spend time with her crying and go over all 
that. Because spending time with her was special, because normally I am at home on my 
own, therefore when I have company I want to enjoy that company, we go do nice things
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that are special, we go to garden centres, we go to gardens you know. And I wanted it to 
be a different day from what the rest of my life was. So I didn’t want to talk death and 
stuff to say. So, I suppose in a way probably it never got talked about enough. And I 
don’t even know if it has now. And my family, my mother because I only got my mother 
now, they don’t talk things like that. When it was his anniversary a few weeks ago I 
didn’t have one phone call. Nobody said anything. My mother didn’t ring, my mother 
didn’t mention it. I did say to Alex about the anniversary and he was my youngest, he 
was the closest to Paul and he could mention, he could talk about him. But we don’t talk 
a lot. And I don’t think I even had anybody I could talk a lot about it. and I do 
occasionally mention it to mum, but it doesn’t go anywhere. You know, it might be 
comments and that’s the end of that. I did go to [name of organisation] for a while, but I 
don’t know it just...I don’t know what other bereaved parents think so....I am not 
concerned of bottling up stuff or lost out or anything; it’s just that I probably didn’t do it 
in the way that lots of other people would have done it. But then, everybody is different, 
aren’t they?
R.: I wonder what you found helpfiil, what helped you cope at that time. What did you 
find helpful for coping at the time after the loss?
A: What I did in the first 3 months immediately afterwards was...he died at the end of 
May, of May, so the weather was like that. I had a garden, a small Victorian garden, 
nice and quiet and it was private, smaller than the one I have now, much more enclosed; 
it was so pretty and I had been working on it for a while, making the garden pretty. And I 
sat there and I read non stop for 3 months. I went to the library and I would come home 
with a whole arm full of books. And in the end they had to help me try to find something 
I hadn’t read, and they knew the situation, so I did read some books on bereavement, em, 
leaving a child. So they knew my situation. And after that I just read novels. You know, 
just like simple women’s novels. If I couldn’t get into it in the first two pages then I 
wouldn’t read it. I would just pick up the next one. And I just read them one after another 
for those three months.
R.: I wonder what was that you found helpful in that.
A: I’ll tell you what it was. I thought about it afterwards. When I was young and I was a 
child not happy at home, I used to sit in my room and read book after book. I used to do 
that all the time. And that’s what my coping mechanism must have been; to block out 
pain I used to read. I thought that was quite interesting.
R.: Yeah, indeed.
A: And then when that particular period passed I couldn’t concentrate on anything. I 
mean it has come back but I lost it again. It will come back, but not in the moment. But 
yeah, that’s how I coped. But, also, it was also another thing. It’s nothing really 
distinctive but in a way it was an experience that I have as being single that it helped and 
it was nice. I am a Christian. I used to go to, there was a conference in London and it was 
the weekend after the funeral, the funeral was on a Thursday. And everybody was going
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home and on the Saturday, I think it was on Saturday I am not sure, it was round about 
the end of the week; everybody was going home after the funeral as they usually do, 
don’t they? You know, you are kind of left. My friend had booked to go to that 
conference in L. [name of city]; there was a speaker we both liked. And I knew that a lot 
of people from my church would go. I thought I can’t cope with going up to L. [name of 
city] and going to this and then I thought I can’t cope with being left on my own. So what 
we decided to do, because we were going to stay with my eldest son to L.[name of city] 
and then get the tube down, we decide we’ll still go and then I could be with Ben and my 
granddaughter. And then if I couldn’t cope to go then Kate could just take the tube and 
meet the rest of the people from the church there. But what we decided when we got there 
was that I would go. But she had to guide me. You know, I couldn’t even go to the toilet 
on my own. I couldn’t find the ladies; I couldn’t even go there on my own, she had to 
take me. Every day, we’ll get there in the morning, it was a two day conference, we’ll get 
there, she would take me to my seat and then she will move around chatting to friends 
and stuff. I couldn’t move, I had to stay at my seat. When I needed to go to the loo she 
had to take me and bring me back. Weird, that’s weird! You know when all of these 
people are around me and all of my ftdends are there and I just can’t do anything on my 
own. I must have been in shock. I had a dry mouth and I didn’t know until afterwards that 
that’s part of shock. So we did that. On the first night we sat like in the middle of the 
main auditorium and then those were seats in a different angle. So you had all the rows 
and seats and the main stage. Then downsides there were rows going that way going that 
way, down the side. And we sat in the main part of the auditorium and I freaked; I 
couldn’t do it, I felt terrible, I felt absolutely awful, I felt suffocated with all these people, 
em, like in a row, several rows back and I couldn’t cope with it. So we decided the next 
day we would sit in the front of a row that was going a different angle. And I could cope 
with that because I felt separate from the rest of the people. So she sat me there and there 
was where I would stay. But on the first night when we got there, the guy who was 
speaking, actually he had a relative that died but the first thing he said was ‘the worst 
thing that can happen to anybody is the death of a son’. His son had just been confirmed 
cancer, so he knew what it was like. When we were there on the Saturday night there was 
I think it was towards the end of the evening and I was sitting there in my zombie state, I 
just call it my zombie state, I can’t think of what other state it could be. I mean I wasn’t 
thinking of anything, I wasn’t hearing anything, I was just numb; numb and dead and lots 
of crying. I was just numb. Life has just ended all around me. And I sat there and then 
suddenly I had this vision of my son. He was dressed in white and there is this really hot 
golden light and he was just so enveloping and so bright, not even bright sunlight. It was 
a bright golden light. It was really comforting and warm and, em, I just felt he was ok, he 
is ok. On that very moment that I was thinking that I could hear the band playing, they 
were a song called ‘on the streets of golden’, it’s actually a revelation of the bible and it 
talks about being dressed in white, I don’t know if you know anything about the bible and 
the streets of golden, but that’s exactly what I saw with my Paul there. And he was a 
Christian. He didn’t quite follow it but, you know, he was a bom again Christian. So I 
knew he was safe and I knew where he was and that he is fine. So, you know, I was ok 
with it. Sometimes that helps with the grief, sometimes it doesn’t, but a lot of the time it 
does.
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R.: You mean your spiritual beliefs?
A: Yes, yes. And, you know, I mean that year since obviously it started in January with 
my dad, six weeks I was with him, it was hard to get to church then. I did occasionally, 
but most of the time I couldn’t; and then it was Paul and I couldn’t leave the house, I was 
in shock and I couldn’t do anything for ages. And then my church, they said they would 
help, they would support me but they didn’t and I had so much stuff to cope with after; it 
was a horrible year and I hardly never went to church, but it didn’t matter because I felt 
God so close to me, that must have got me through. I went to [name of organisation] for a 
while, but because they are not Christian, well I assume some may be, but their ideas 
were strange to me and I couldn’t quite see them as my normal. You know, people would 
do weird things. And I do accept that people often do strange things when they lose a 
child, but they weren’t my comfortable, they weren’t my comfort. And maybe people 
think that I am weird.. .things that I have done, you know, maybe keeping my ashes like I 
have. Maybe people see that, I know people think that’s odd. But it wasn’t for me. It’s 
just right for me. But yeah, I think also that has been a continuing support for me and, so 
yea. I don’t quite remember what exactly the question was, but did that answer the 
question?
R.: Yea, how you coped. Yes.
A: So, yea. There was something else as well. Because not only with losing Paul, but also 
with my rather nasty divorce from that rather nasty man, it must have been six, seven 
years ago I started, em, I don’t know what happened but it just came in to go to [name of 
continent] and I was never thought of going to [name of continent] before. But something 
just happened and I went to [name of continent] and ever since I go 2 or 3 times a year. 
All I could hear was, it was, you know, I am always on the shoe string and always money 
come to me somehow that I can go. And all I do is I book a flight, I rent a car and I just 
drive. I just go to whichever place I want to visit. I just drive and I am on my own; and I 
hear...all I could hear Paul saying “go for it mum”. I could hear his voice saying “go for 
it mum”. And I think, actually I am sure 100% that that has helped me gain confidence 
again. So, you know, I was battered from the divorce and then more battered from losing 
Paul. So I mean I had absolutely no self-confidence at all and I am sure that really really 
helped me as well. People say “you are really courageous doing that”. I think, well I do 
think I am. Because you could sit around and think “oh, I wish I could do this” or 2I’d 
love to do that” and I could get to 80 or 90 and think “Oh, I should have done that. Oh, I 
wish Td gone to [name of continent]”. I had been to most places than the average [name 
of continent] citizen has been to. Pve met people and there is always something that 
happens when I am there. It’s not always very good but there is always some challenge 
and I learn something from it. It’s really boosted my confidence. No end, you know? And 
I am sure that has helped. So, and it’s always in my ears, I always here him say “go for it 
mum”. Because he would, pair of us really in our family we are rebellious. Maybe I am 
not, maybe I am still a bit...you know, well let’s go and do it, let’s go and do something 
rather than just sitting around waiting, let’s go and do it. So that’s another thing that 
helped too. And maybe that has to do with being a single parent because if I was with
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somebody I may not have been able to go off and do all that. So, it has had its positive 
side too.
R.: It seems similar to what you said earlier about feeling able to do things into your own 
pace.
A: Hmm.
R.: You talked about your coping mechanisms, your religious/spiritual beliefs, your trips 
to [name of continent] and your ongoing connection with Paul. I wonder about your 
experience of social support. You mentioned already your friend and you told me how it 
has been hard sometimes to talk about Paul’s death with people in your environment 
because they do not know Paul and that sometimes it’s hard for people to listen and hear 
what you have to say. I wonder, if there are, who were the people that you felt they were 
supportive and what was that they did that you found supportive from their reactions. If 
there was anything.
A: I suppose I was obviously supported from my friend Kate back in A[name of city] 
because she was just there. At the time she was supportive because she helped with the 
funeral and stuff like that. I suppose she was supportive in the way that, I mean she never 
did anything, but she was there and never questioned anything. You know, she just 
accepted it, accepted me. Obviously I don’t see her as frequently as I used to but...now I 
have got friends but I don’t know.. .it’s not part of my every day life to have the need to 
talk or whatever. When it comes up to an anniversary there are a couple of fnends at 
work that will give me flowers. Last year when it was the anniversary, it was a bit weird. 
They took me for an afternoon tea to M. hotel, which is a big hotel at the other side of the 
city, rather poss. And an afternoon tea, a cream tea is very poss. They did that for the 
10th anniversary last year and it was a bit of a strange thing because I actually connect 
cream tea with Paul but they didn’t know that. Because in the hospital I have gone down 
to get a cup of coffee and they had a coffee area and they had cakes in there and they had 
cream teas. I couldn’t eat anything any way because I felt sick all the time from worrying. 
So I couldn’t eat anything and I just had a cup of coffee. I think I was there to meet the 
counselor, the one who Paul had the little piece of paper that he was going to see. She 
came to see me several times and actually someone from the local church came to see me 
to. So I remember thinking to myself “I’ll just have a cup of coffee and when Paul gets 
better I am going to have one of those cream teas”. That’s what I kept saying to myself 
“when Paul gets better I am going to have one of those cream teas”. Of course he never 
did so I never had a cream tea there. But after that I had have a cream tea. That was that 
year and they did that for me without even knowing that story.
R..: It’s amazing
A: It is isn’t it?
R.: Yeah
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R.: Was there anyone that you felt you couldn’t turn to for support or that you expected 
that they would be more helpful than they actually were?
A: Church. Great big one that one; I was annoyed by that one.
R.: In what way...
A: Lots of people even in other churches, I mean I’d go to other churches; it’s amazing 
the stupid things that people say. I mean one lady said to me, she was going to pray with 
me and she said to me, she said “Don’t worry about him, give it to Jesus”. I kept thinking 
I understand the principle of that but my son just died. You can’t just give that and then 
you haven’t got it anymore. You just can’t give it to somebody; whoever. You still got it. 
you can’t give it away. And so I thought that that was a stupid thing to say. And people 
do say stupid things, you know. And friends that I used to see at the church and we used 
to have coffee together, after Paul died Pd see them in town and they would just go 
around the comer.
R.: to avoid you?
A: Yes!
R.: I wonder what was your emotional response to that.
A: I was shocked! Shocked!
R.: What do you believe that might have been the reasons that people reacted in that 
way?
A: Feeling embarrassed I suppose, don’t know what to say. I think people who have 
children often think “oh. My God”. That it almost may be catching you know; trying to 
keep their kids away. They can’t bear to think how terrible it is to lose a child. They don’t 
know what to say, do they? ‘Cause it’s the worst thing it could ever happen to anybody. I 
know there are other bad things and I’ve had other bad things happen to me and this is the 
worst.
R.: I imagine, I mean a parent can’t even imagine losing a child...
A: Hmm...I had divorces, I had abuse, I lost my father and I lost my son. And that’s by 
far the worst of everything, of all of it. That’s far worst of anything else. That I wouldn’t 
wish on anybody. Because it’s like part of you has died; you are losing part of you. I 
don’t know how fathers may feel about it, but for a mother that baby grows inside you, 
it’s part of your body and it always will be.
R.: Hmm. You mentioned church and you said that they weren’t as helpful as you 
thought they would be.
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A: No they weren’t. I think it’s that they just don’t know how to deal with it. And that’s 
what we hope to do in [name of organisation]. To teach people, engage those who are 
teaching the church, the ministers in the church. Give them support in dealing with lots of 
different situations. There are lots of things they have to deal with. They can’t be the 
expert of that all, but you know giving them a bit of support when they need to.
R.: Thinking of the support that you had, do you think that the fact that you were a single 
parent affected the support that was available to you in any way, positive or negative? 
That parents in couple might have access to different means of support in any way? You 
already mentioned some stuff related to that.
A: By support you mean like from friends or whatever?
R.: Any mean of support available to you.
A: Well, you can say that even with [name of organisation] because we don’t actually do 
anything specific for single parents, it’s actually for couples and when we got the events 
its mainly for couples, well actually in the last one were quite a few single people and I 
gather for the next one which is in a couple of weeks time, there will be a few singles on 
that too. Because on one point I was going to be a single befriender but they felt that 
because I didn’t have someone to support me it wasn’t such a good idea, while if you are 
in a couple and you are befrienders you support its other. So they didn’t think it would be 
very good for me to be a single befriender.
R.: What did you think of that?
A: I thought it was a little bit of politics to be honest but I am not sure. I think they are 
considering putting in some sort of single parents help. We’ve done a weekend and we’re 
doing a weekend in September this year and I thought T am definitely going to that one’/ 
so we may put in something about single parents and I may be able to get involved with 
that which would be good.
R.: You mentioned earlier when you were talking about when went to [names of 
organisations] you said that you felt that the events were more tailored towards couples 
and you felt your experience was different from theirs. Would you like to tell me a little 
bit more about it, about what you found different from your own experience.
A; Ok, well the [name of organisation] is obviously just on one to one basis, so you could 
be just anybody and that was fine. At [name of organisations] there were a few singles 
there but I just thought the way they were dealing with it didn’t fit with me. Em, [name of 
organisation] it was run by a couple and nowadays it’s run by another couple for couples! 
And that’s how it appears today and the talks you know, they were for couples and how 
couples relate to each other when they lose a child. But that wasn’t relevant to me. We’ve 
got different issues than couples.
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R.: What do you feel are those different issues based on your experience?
A: Well, because as a single you don’t have to think about anybody else. You don’t have 
a partner to think of. I often think that if I was still with my last husband, I don’t even 
know if I would be alive now because I would never be able to grieve. He would expect 
everything to be as it used to. So I don’t know, I haven’t thought of that side about how 
couples are dealing with it.
R.: Hmm. Apart from being alone and having your own space and the ability to grieve on 
your own pace and time I wonder if you feel or felt in the past that there might be other 
issues significant to single parents that may be related to everyday life that may be 
different from other bereaved parents experience that may be overlooked at times.
A: I think, and it doesn’t apply perhaps to me ‘cause when Paul died even my youngest 
son who was still at home at that time was much older, but I know from other single 
parents that life can be pretty tough. I think life can be pretty tough if you got young 
children, because there is nobody. If you got children its difficult enough being a single 
parent if life is ordinary, if everything is ok. If you got the added thing of losing one of 
the children you still need to carry on, you still need to look after the younger children 
and there is nobody there, there is no support, there is no partner. There is no partner to 
kind of take the strain and maybe help with the other kids. I was fortunate I think that 
mine where grown up. My son who died was an adult. No, I think they got it a lot tougher 
in a way and then perhaps easier in other ways. That’s how life is, isn’t it? There are pros 
and cons in all situations around I guess, yeah.
(BREAK)
R.: We stopped at the point that we were talking about support and your experience of 
organisations as well. You told me, you described your experience immediately after 
your son’s death, the first months and the first year. I would also like to ask you and 
explore with you the longer period in a way, these 11 years since the death. Emm, do you 
feel that, well, would you say that your feelings have changed in any way? Have you 
experienced new feelings as well and how would you describe your emotional experience 
from that time since now.
A: What feelings I have had?
R.: Yeah, feelings and emotions that you have experienced in these 11 years; in the long 
term in a way.
A: Well, I think each year has being different 
R.: Hmm.
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A: It’s like it has been a process where, you know, the first year is like different. It’s a 
milestone, it’s, it’s kind of a big issue. Emm, 10 years, you know you think “10 years! 
That’s a long time”. It’s actually one of the worst anniversaries of a lot and probably 
because it was 10 years it just seemed really, really hard. It was a hard one that one. 
Emm, I don’t know what to say about feelings, I suppose, well I mean...I mean I am not 
crying like I used to, but I still do
R.: Yeah
A: You know, there are things that jog my memory and then sometimes nothing jogs my 
memory. Sometimes I just look at his photo and, you know, when I feel sad, emm...and 
most of the times, you know, my life just carries on. Tve got a job that I quite enjoy and I 
work with some nice people and I am quite happy there. That takes up a lot of my time 
and I got the trips that I am doing; that’s part of my life now. And... whatever things I’ve 
got, I think, I think Tve got left with... it’s, emm,... I always think of myself as actually 
being, I would say I’m quite bossy you know. Like small things, small things, like 
material things; cm, you know you get people who whine about this and whine about it’s 
raining and their hair’s going get wet or they got a cold, things like that. That’s nothing, 
you know? Sometimes that can be irritating I suppose. But also I think, there Ye lot of 
things that are just not important anymore.
R.: Yeah
A: Em, what is the worse that can happen?
R.:Like such things seem trivial in a way...
A: It just puts life into perspective; life’s different. Because now even with my trips you 
know, if you wanna do it go and do it and go and do it now. Because you know, you 
don’t know what’s around the comer tomorrow. You know, you have only one life here. I 
mean, none of us would have expected Paul would die at that age. You don’t expect that 
to happen. You don’t know what’s gonna happen. I might live to 110,1 have no idea and 
I may be able to, you know, go off, run, but you don’t know, it might end tomorrow. So I 
just think, you know, if you wanna do it, go and do it now. The thing is that because quite 
all happened about the same time, the abuse, the divorce and Paul dying it’s just, it really 
made me not to put up with mbbish and nuisance of people.
R.: Like changing the meaning of life in a way?
A: Indeed, it does! It changes it. It just makes all the silly, insignificant things, even more 
insignificant. You know, it’s a bit of a wider world, cm, and you can’t let yourself get 
down by things that are really not important. That’s, that’s kind of...cm...yeah, that’s 
really.
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R.: Hmm, so in a way you would say that losing a child, well it is definitely a significant 
loss that can change, it can have a great impact?
A: Hmm
R.: You mentioned already some ways in which your life has changed. Are there other 
things that you think that have changed in any way for you, for your life after Paul’s 
death? Like, perhaps, changes in your relationships. You already mentioned some of that 
with friends, but also perhaps changes in your everyday life. Em, you already talked 
about the sense of who you are and the trivial nature of things. I wonder, also, if it 
changed your views about death and life and relationship with others perhaps.
A: I think, eh, members of the family, well, obviously I got closer to my mum since 
losing my dad anyway ‘cause we spend more time together. I don’t really know if Paul’s 
death has made any difference to that. The things that are difficult now are probably, 
maybe this applies to everybody who has lost a child, or even other bereavement, I don’t 
know. I can’t, emm, my memory hasn’t got back to where it was. Emm, I lose track of 
the conversation very easily, emm, I don’t remember stuff like I used to be able to. I 
know that people will tell that it’s my age, but it happened, it happened then and it has 
never gone, it hasn’t gone back to how it was before then.
R.: Do you have any thoughts in relation to that? Like what caused it?
A: Well, with working, I have to work very, very hard, harder than a lot of people would, 
because I can be doing something, I can do something that is quite repetitive and then 
next week when I come to do it I’ve got no idea. And it could be something very simple, 
and it’s completely gone out of my mind, I cannot think how to do it. I have to write 
everything down, I always have to write everything down and I have to device, I took on 
a lot more work last year, and I have to device ways so that I can actually cope with it 
and try to remember and work it out. It takes a lot longer for my brain to work out all this 
information that’s in here. In the earlier days I was told that it’s because in here there is 
this great, massive, huge pain. And all these stuff is in here and all the other, ordinary, 
everyday information can’t get in there because there’s so much of the other stuff in 
there. I kind of think of it like that, just trying to get the information into some spaces and 
as the years go by that massive big pain thing in there it’s diminishing, it’s getting easier 
to cope with a bit more space around to put other stuff in there, but I can’t always find it 
‘cause it seems to get into the crevices you know (laughs)? That’s kind of how I think of 
it. It’s going in, it’s better, it’s going in better, it’s coming out better, but it’s not all 
coming out. You know, there are still bits of memory that won’t, can’t seem to find the 
right place for that information that’s stored in there somewhere. It’s just hiding behind 
comers and it can get quite tiring some times trying to remember what’s that you are 
supposed to be doing. So I ‘m getting to the stage now I think that I can’t cope with 
anything else new at work, you know, maybe I’ll just carry on in this job without taking 
on anything new.
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R.: Some people, some, well some parents when they lose a child they can report as well 
some changes in their relationship with the remaining children. Does this apply to your 
experience at all?
A: Well, affecting the relationship with the other children?
R.: Yeah. Either in positive or negatives way. Are there changes in any way?
A: Emm, I don’t know that it’s, I don’t think there's been a positive or negative either 
way with them. I think, I don’t know, I mean my elder son, we don’t hear from him. I 
have, you know, if there is any contact I have to contact him, but he’s got issues of his 
own. I don’t know, I mean probably compounded when that happened, but he’s got a hell 
of his own issues. My third son ... is my third son... His way of dealing with stuff is, and 
he did that with Paul, he just went out and got drunk and cried and he was on the phone 
bubbling to me, and “you don’t understand what is like losing a brother”. No I don’t. But 
you should be glad you didn’t lose a son. No, I didn’t say that. And then he seems to take 
up and then off he goes again and carries on, that’s what he does. And maybe he’s dealt 
with it better than any of us, I don’t know, b u t... he’s obviously, he misses him and he’s 
got issues himself because he didn’t come to the hospital because he’s scared of 
hospitals. But he went to see my dad and he couldn’t go in the ward, he couldn’t go in, so 
he has this fear of hospital. Emm, but I don’t think it’s affected, emm, I don’t suppose it’s 
made us any closer or any more distant. Alex emm, Alex and I were living together, but, 
he, Alex and Paul got on very well on together. They were close.
R.: Is Alex the youngest?
A: Alex is the youngest, yeah. I have two from the first, then five years and then I have 
two from the second. And the first seemed to take on the third baby and then when I had 
the fourth baby the second one took, emm, so that’s how they divided up you see. Eh, it 
just happened that they are very similar, first and third very similar and, they’re the kind 
of macho men, you know. My third one is a bit better at showing that he’s actually not all 
macho man and that he actually needs his mum, even in his thirties he actually needs his 
mum when things get tough. But Alex and Paul were close and I guess we were all quite 
similar the three of us, we got on well. Emm, so Alex and I go on very well, we can 
spend a day together and we do. Emm, so I would imagine that maybe with losing Paul 
we’re safer with each other if we want to talk about it than say [the name of the eldest 
son] would. But if he wanted to talk about it he would. If he got a drink, especially if he 
got a drink he would feel free to talk about it
R.: Like different people are coping in different ways I guess.
A: Yeah. Well, Alex and I could talk about it sober; we could talk if we needed to.
R.: Well, there are 11 years now, since the loss...
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A: Hmm.
R: ...I wonder how, how you feel, how you would describe that you’re feeling now about 
the loss, after this time.
A: 11 years? Better than it was a year ago ... better than when it was after a year, better 
than ... Each year improves, you know? I mean, I could be sitting watching telly tonight 
and something might come on and Til be in tears, who knows.
R.: Yeah.
A: You know? Who knows...It still hurts, it’s still painful, it’s still not shared. But 
sometimes it’s, easier to cope with. It just depends. But I mean I would guess that’s 
probably what happens with most people, there are triggers, isn’t there? And there are 
other times of the year... I mean it’s still hard, his birthday is 5* of March and his 
anniversary is [date], so [months] are always difficult, always. Whereas you see now, we 
are out of May (laughs); Tve got none of that to think about, until Christmas; that will be 
another bad time. I find it hard at Christmas, still. Emm, one of the other things, that 
possibly is because of Paul is I actually need more time on my own. I can’t spend as 
much time with people as I used to. And that’s been like that from when he died. And I 
know it now, and I accept it now and that’s fine. And as long as I go by with what I can 
cope with then that’s alright. Emm, I mean I work with people Monday to Friday and the 
weekends, emm, I am ok with one day, like, like today with you and then I’m going off to 
see Alex, we’ll spend a day together and after that I would need Sunday on my own.
R.: Would you like to tell me a few more about that need that you feel? What created that 
need, what fosters that need and in how is helpful for you having that time?
A: Sometimes it is very inconvenient, very inconvenient; it doesn’t . .. and you know, I 
had to go to [name of place] this morning and I was rushing back and I was thinking. I’m 
going on holiday on the [date] and I was thinking “no, I really have to get that done 
today, I am going on holiday next week’; and then I was thinking “oh my gosh, my 
mum’s coming next week. Oh my mum is going to be here on Saturday and Sunday”. I 
mean that’s fine, I don’t mind, I don’t mind spending the weekend with her, but I won’t 
have any me-time. And that is scary ‘cause I’m thinking on Monday she’ll be off, she’ll 
go down to [name of place] so she’s gonna stay with me for the weekend and Monday 
morning I’ll go to work she’ll go down to [name of place]. It’s where she grew up a lot 
when she was younger .. .but I need me-time.
R.: Would you mind me asking you how you use that ‘me-time’?
A: It’s, emm ....right... it’s not necessarily, it could be, it could be just like pottering and 
doing small things. Housework is not ‘me-time’. So that, you know, that that doesn’t 
come into it. So even if I had the whole weekend for myself and I was, you know, 
cleaning or dusting and all that, that isn’t it. I need me doing nothing.
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R.: Yeah.
A: Ok? Now, maybe you could take that back to that time. I mean I was off work for a 
long time. I had post-traumatic stress disorder and I had to be off sick, I was off for a few 
years. And quite a lot, especially in the early days, you know after I did that reading bit, 
you know and I couldn’t concentrate on anything, I actually just sat and watched telly a 
lot, day time telly; and sometimes I think the ‘me-time’ is just sitting and doing nothing. 
Or if I can read, reading. That is ‘me-time’, is really virtually doing nothing. Because 
going out to the shop even if it is like clothes shopping or something nice shopping that 
isn’t ‘me-time’, what I call me. Me has to be...still; probably doing nothing and not think 
and not work. That could be what it is. That could probably be what it is. It’s probably, 
you know my brain has to completely come to a stand still and not have to work ‘cause it 
gets too tired. It is, it’s tiring you know, I mean to try and, you know, it’s quite a 
demanding job now, and it’s non stop, in fact I’ve been going to work early every day 
and try to get more stuff done. And that’s what it is. I just, I need to turn my brain off and 
not have to do anything.
R.: Yeah, like having some time for you.
A: Yeah, like let that thing over there [points at the TV], entertain me. Yeah. Does that 
make sense?
R.: Yeah, definitely. It’s not like it’s something right or wrong in these cases. It’s all 
about finding which things that are helpful and which are not in a way. You have already 
told me some stuff about it, but I wonder in what ways, if in any, having lost your child, 
Paul, has affected the way that you feel about yourself.
A: Well, because I have been through all the guilt and all that kind of stuff, you know, the 
stuff like “if I wasn’t how I was then maybe he wouldn’t have been how he was and 
maybe he wouldn’t have died then” and, emm...and that, you know, “a mother shouldn’t 
let a child,... should be able to do something for her child, he shouldn’t die” and... emm, 
now I have lost the question. The question was about how I’ve changed?
R.: If you feel it has in any way affected the way you feel about yourself or yeah, changes 
in the way you feel or perceive yourself.
A: Ok, well, I don’t feel as bad as I used to, you know, about guilt and stuff, that’s ok. 
The way I feel about myself is that I think that maybe I am a bit, emm, I am a bit 
different maybe from the average person because of the things I do, like my trips. And 
that nowadays because of losing Paul, I don’t bloody care! You know, I think maybe I am 
not conventional. Cause you know, you see a lot of people, women in my age, not doing 
the things I do, but it’s because I just don’t care; I just don’t have to conform and I ‘m  not 
going to because time is precious. I think that’s what’s changed in me.
R.: It gave you another perspective about life?
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A: Yeah, because I almost feel at if...well ok, I don’t conform, I am not like, you know, 
the majority of women in my age. I don’t care; I am quite pleased, proud of it actually, 
being a bit different.
R.: I do understand what you mean, yeah, by not caring and I guess it is related to the 
trivial aspect of things compared to the significant loss you experienced.
A: Yeah. I mean, ok a lot of women do lose children, but it’s not general.
R.: Would you say that Paul’s death has affected your relationship with your ex partner, 
Paul’s father, in any way?
A: Well, no, cause the minute that we left the hospital... well, I don’t know where they 
went, I mean the last thing I remember is being with Paul before they took the tubes out 
and I don’t, I have no idea what happened ‘cause we were waiting in the visitors room 
and I remember they weren’t in that room when I was crying and I was with Ben, but 
after that I have no idea what happened. I’ve never heard or seen any of them since then. 
We‘ve had no contact. His father didn’t go to the funeral and will still tell lies to my 
friends about different things. And it just made me, it just made me think I did made the 
right decision to divorce that man, if there is one thing I’ve done, that was a good 
decision that one.
R.: We have talked already about coping mechanisms and things that have been helpful 
for you during that time. I wonder what things you have found useful in these 11 years 
that passed in order to cope with the loss. Because as you were saying, loss always a loss 
in a way.
A: Hmm, yeah.
R: I wonder if there has been anything that you found particularly helpful throughout 
these years.
A: I don’t know what other things it would be. But I mean certainly I am looking forward 
to my next trip to [name of continent], that certainly helps me. Because that gives me 
something to look forward to and I plan all the trips myself, I do all the organising, you 
know, so it gives me an interest. And I know I am backed up by Paul because I can hear 
him saying it to me. So in a way I suppose that is quite a big one, having something to 
look forward to. I always have to have something to look forward to, like a trip.
R.: Hmm. In what way do you think this is helpful? It seems very important to have the 
feeling that seems to be behind the trip like, as you said, having something to look 
forward to in a way. I wonder in what way you find that helpful what is the aspect of it 
that makes it meaningful and helpful?
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A: Well I suppose if I hadn’t got that to look forward, something to look forward to.. .and 
this is gonna sound... I was going to say that maybe what is there, it has to be a goal in 
life, there has to be a goal; you have to, you have to be heading somewhere. I love my 
home and I love living here and I love being in my home on my own. I love going to 
work, I enjoy my job, but I do still think you have to be, you have to have a goal. You 
know, I had a gentleman friend a few years back and he says to me one day, he was going 
on about the meaning of life and death, so he said to me “where do you see yourself in 
five years time?” He said “I expect I should be in the same house doing the same job” 
and I thought to myself “this relationship goes actually nowhere because there is no way, 
in five years time I will be doing the same things that I am doing today”. Because I never 
am, never have done; I’ll always be doing something. So, I guess it’s a need; it’s like a 
need to be doing, always need to be doing. Just after Paul had died and I was seeing a 
counsellor in hospital and he was telling me, I think he was telling me, you know trying 
to work things through... oh my mind might be at [name of organisation] I don’t 
remember, emm, but I remember I said “Tve got to, I need to he doing something, I need 
to be doing something about it. I can’t just grow through the process; I need to be doing 
something in it. Tve got to be doing something to help myself, Tve got to be doing 
something that will progress me.”
R.: Like to be active in the process.
A: Yeah! I can’t just be passive, Tve got to be doing. But it’s not just because I can’t 
relax because I can. Cause I like my me-time, not doing nothing, hut just relax. But there 
has to be something to be moving on towards.
R.: Hmm. We have talked already about the support you received immediately after 
Paul’s death. Obviously you are involved with [name of the organisation] and so perhaps 
you have some support, hut I wonder, what is the support you have received since then, 
until now. And who the support came from and in what ways it has been supportive, 
helpful or unhelpful perhaps, there may be things that have been unhelpful as well.
A: Now that I work for [name of organisation] it is different for me. Because the first 
couple of weekends I went on that for me and now when I go to it it’s to help. Emm, but 
in doing that that’s got a two-fold, doesn’t it? Because I’m helping other people but also I 
could take from it for myself. So I’ve got ongoing; If I needed Tve got ongoing. So I 
don’t know whether I would say I’ve got support as such, but I have when I go on these 
things, because I ‘m back in it again. It’s a weird situation when I go on those, because 
I’m actually part of it, but I’m working in it as well. So, I’ve got the twofold thing. So, I 
haven’t got any, I haven’t got any kind of structure or other sort of support that I could 
say “that’s my support” cause I just get on with it now. Does that answer that?
R.: Oh yeah. And you said, you mentioned earlier that you had some experience of 
individual counselling as well. I wonder what your experience of that was, what aspects 
have been helpful and what things weren’t maybe.
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A: TU tell you the best counsellor Tve ever had was right in the very beginning. And she 
was attached to the funeral director. And you only have her that for the first, I think it was 
the first, you know, like when the funeral is happening and all that. I think I spoke to her 
for maybe a couple of weeks afterwards, but she seemed to know, she was like, she was 
brilliant you know. Cause it was with her that I would talk through things, iff felt this or 
felt that and you know, about his ashes, collecting them, bringing them home. So in the 
first like three weeks say, three or four weeks, she was on the other end of the phone but 
she seemed to know. It’s like somebody knows what you’re saying, because you might 
think “oh God, this may sounds weird and this person’s gonna think I’m really strange”. 
But they actually know what it is you’re saying and it’s not weird. She understands what 
you’re saying. But she was only a short term; that happened in the very early days, but 
she was the best. I went to [name of organisation] and that’s a long time ago, but I had a 
lot to deal with, emm, I had a lot of issues. I think that was helpful. It was helpful to talk 
through stuff with them, yeah, I think that was helpful.
R.: Is there any sort of help or support that you feel that you didn’t get in a way that 
would have been helpful to you?
A: Well my church. That’s the one that really hurt the most, not having support from 
them.
R.: How do you imagine that it would have been helpful? Does it have to do with sharing 
the same beliefs?
A: It’s not really that. You see, I wasn’t able to go out, I couldn’t, I just couldn’t, I was in 
such despair I couldn’t go out. And, emm, they didn’t phone, nobody phoned. Even 
though the pastor’s wife said she would keep in touch, and she knew obviously that I 
didn’t go to church, there was no phone calls, no nothing.
R.: I imagine when you have so strong beliefs and you expect the help, not actually 
receiving it is hard.
A: Unfortunately, you do think that they are gonna be supportive and it is a bit of a 
disappointment when they’re not. Basically it was just my friend and she didn’t have 
transport so she couldn’t just pop in to see me. You know, I have to go out and go to meet 
her which, you know, which we did, but in the early days I couldn’t even go out 
anywhere on my own. I couldn’t even cross the road to my neighbour, cross the road you 
know it was that hard and the pastors of my church they loiew that. That hurts, that hurts 
a lot. That’s hard, that hurts. So, my belief in the church, as in the church building, as 
opposed to the church and faith and stuff really, em, kept abasing over the years and I 
don’t go to church very often, not now. I just don’t trust the people, basically. Because of 
the experiences I had around about that time.
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R.: If you don’t mind me asking, you have a strong faith in Christianity, that’s how you 
define your spirituality. I wonder how you made sense of the death of your son in that 
framework.
A: That’s a battle because I had to battle with, you know, “God can heal, why didn’t he 
heal Paul?” Emm, I’ll never know the answer and then I think I have always known the 
answer and probably when I get to heaven I won’t even need to know the answer, it 
won’t matter. But the only way I can cope with that is by saying that maybe God knew 
that Paul couldn’t beat the drugs. Maybe that was what it was, I don’t know, but that’s all 
I can, that’s the only way I can comfort myself with it. That God may have known 
something that I didn’t know.
R.: You mentioned already the ways that you believe that your status as a single parent 
affected the support available to you. I wonder if in the long term you feel perhaps that 
there has been a difference.
A: Well, having heard a lot of parents talking, you know, at the [name of organisation] it 
looks to me, I mean obviously there will be some that didn’t get any support, but it looks 
to me as couples do tend to get more support from all courts, church, family, friends than 
single parents. Yeah.
R.: Do you think, do you have any thoughts about why this might happen? What it might 
be related to?
A: Well, I don’t know. I really don’t know on that one, I can’t say on that one. I guess 
people feel challenged by, I can only think that maybe people think of the challenge; that 
they are going to take up a big burden, you know, maybe that single parent is gonna be 
like focusing all the stuff on to them. They may think that because a single parent has got 
nobody else they‘re gonna damp on them all the time. I don’t know, I don’t know what it 
is.
R.: Yeah. And there’s not right or wrong answer 
A: Yeah.
R.: Are there specific things that you think or that you feel that those who try to help 
bereaved single parent should take into consideration, aspects that they may be different 
or significant in their experience?
A: Yes, yeah. That’s why I said that when at the [name of organisation] we had that 
weekend, well, the talk was especially for couples. But they became aware that there was 
a need for a session for single parents, because we have different issues.
R.: What would you say that are the different issues?
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A: Well, because we don’t have someone to support us. We don’t have a partner to 
support us. And there may be a lot of animosity going on within that, the previous 
relationship. You know, they bring up kids on their own, younger kids on their own. 
There could be all sorts of issues and there is a deep need for comfort that is not being 
met. Hopefully, we’ll be able to address these. I don’t know if we ever will, but it would 
be nice if we could.
R.: So, in general to sum it up, reflecting on your own personal experience of losing a 
child as a single parent, would you say that your experience is similar to the experience 
that other parents, parents in couples, may go through or do you think it differs in any 
way, positive or negative?
A: I think it is different, yeah; also from what I’ve heard at those meetings. If I hadn’t got 
there I wouldn’t have known. But I think it can be very lonely. I don’t have anything else 
to say about that, you know other than what we said about that
R.: You mentioned loneliness. You mean it from the point of not having a partner?
A: Hmm, yeah.
R.: Thank you. I think that from my part I don’t have any other questions to ask. Actually 
you gave me a lot of insight and understanding. It’s been really helpful and I do 
appreciate that. Is there anything else that you feel that I haven’t, we haven’t covered in 
our conversation that is important?
A: No, I don’t think so.
R.: I know it has been a long interview and thank you very much for offering me your 
time. Before we end today I would like us to spend some time reflecting on the interview 
process. We talked about understanding and people who may or may not understand 
bereaved single parents’ experience. I wonder whether when we were discussing, in our 
interaction, if there were times that you felt I may not understand what you were saying 
or that what I was saying may seem inaccurate in a way as a reflection on your 
experience.
A: No.
R.: Was there anything that you found helpful or unhelpful in any way? Anything I 
should keep in mind.
A: Well, I suppose it was quite good to go through the whole thing again and see which 
bits still hurt and to see how I feel ahout it now.
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R.: I’m glad it was a good experience for you. Is there anything else that you have felt I 
could have said or asked that I didn’t? Or any moments that you may have felt I was too 
intrusive?
A: No
R.: I think that’s all from my part. Thank you very much. Before we end I want to 
mention once more confidentiality. All the names that you mentioned and your own name 
will not be revealed. I will change the names in the actual report and also the tapes will 
be destroyed once interviews are transcribed. Moreover, I would like to add that when I’ll 
finish the research, I could give you a summary of my findings, if you would like that.
A: Hmm.
R.: Also, as part of the procedure I offer to call all interviewees a couple of days later to 
see how they are feeling, if there is anything in the interview that perhaps evoked 
distressing feelings or thoughts later on. Would you like me to call you? How do you feel 
about that?
A: No, I think I ‘m gonna be ok, thank you.
R.: Thank you very much for your time and help.
A: You’re welcome. Thank you.
END
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QUALITATIVE RESEARCH 2
“Therapists’ views and experiences of working with bereaved single parents: A
qualitative analysis”
Abstract
In this study, therapists’ perceptions and experiences of working with bereaved single 
parents are explored in order to elucidate possibly overlooked characteristics of single 
parents’ bereavement processes and identify recommendations for therapeutic practice 
with this group. Six female therapists were interviewed and the interview transcripts were 
analysed using a template analysis approach. Findings are considered in light of existing 
bereavement literature. The analysis highlights distinctive aspects of single parents’ life 
experiences that appear to impact upon their grief, such as the nature of the single parent- 
child relationship and the potential implications of the absence of adequate support 
networks. Regarding psychotherapeutic work with this client group the provision of a 
secure therapeutic relationship, the normalisation of single parents’ grief reactions and 
the integration of the loss within the parent’s world view are emphasised as important 
therapeutic tasks. Moreover, possible challenges that this type of work can pose for 
therapists, such as risk issues and intense countertransference feelings, are also identified 
and implications of this study for therapeutic practice are discussed. Finally, as this is an 
exploratory study in an area that appears to be currently under-researched, the limitations 
of the present study are addressed and recommendations for future research, aiming to 
enhance the empirical knowledge in this field of psychological theory and practice, are 
made.
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Introduction
During the later part of the 20* century the subject of grief and bereavement received 
increased attention from mental health professionals. Associations between grief 
reactions and various physical and mental health problems have been widely 
acknowledged (Worden, 2003) and, as Bowlby stated (1980), “clinical experience and a 
reading of the evidence leave little doubt of the truth of the main proposition - that much 
psychiatric illness is an expression of pathological mourning...” (p. 123). Consequently, 
lectures on death and bereavement have been included in the curriculum of most 
psychology/psychotherapy courses and several hooks have been published, aimed at 
assisting mental health practitioners in their work with the bereaved (for example, see 
Jeffreys, 2005; Parkes, Relf & Couldrick, 1996; Rogers, 2007; Spall & Callis, 1997; 
Worden, 2003).
Within psychological literature and research, an extensive body of studies has focused on 
describing and exploring the impact of the death of children upon their parents. Parental 
bereavement has been characterised as one of the most traumatic, horrendous, profound 
and complex losses (Brabant et al., 1994; Guylay, 1989; Klass, 1989; Rando; 1986) with 
significant implications for parents’ personhood and life (Braun & Berg; 1994; Rubin, 
Malkinson & Witztum, 2000; Wheeler; 2001). It has been suggested that the loss of a 
child affects parents’ psychological, emotional, physiological and cognitive states 
(Guylay, 1989). Moreover, it can change the relational dynamics within the family 
system and challenge parents’ assumptive worlds, as well as their very sense of identity 
(McLaren, 2005). According to Oliver (1999), “the death of a child may thus precipitate 
an existential crisis wherein the basic security and meaning of life and interpersonal 
relationships are brought violently into question” (p. 199).
Although the validity of such assertions has been questioned (Dijkstra & Stroebe, 1998), 
undoubtedly “for most bereaved parents the death of a child is the single worst 
experience of their lives” (McLaren, 2005; p. 82). Therefore, several models have been
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proposed for the conceptualisation of this type of bereavement, unique characteristics of 
parental grief have been identified (Moss, Lesher & Moss, 1986-1987; Rando, 1986) and 
important issues related to psychotherapeutic practice with this client group have been 
highlighted (Tedeschi & Lawrence, 2004). What appears particularly surprising though is 
that the experience of bereaved single parents has attracted limited research interest, 
despite the increased number of single parent families in most industrialised countries 
nowadays (Field & Casper, 2001; Hernandez, 1997) and the extensive literature on single 
parenthood suggesting that single parents often encounter different conditions than those 
faced by parents in more traditional, nuclear family settings (Block, 2000; Hardey & 
Crow, 1991; Meurer & Meurer, 1996).
The slim literature on this area might lead to the assumption that single parents’ 
bereavement has no new or challenging themes and characteristics in comparison to 
parental bereavement or bereavement in general. Nevertheless, related literature (Gillis, 
2000; Isle; 1994; Simone, 2000) suggest that, although there may be commonalities with 
the bereavement processes and reactions of other related groups, single parents often 
experience their single parent status as a distinctive characteristic that inevitably impacts 
upon their grief. More specifically, a number of factors have been identified as 
particularly important in potentially qualitatively differentiating single parents’ grief 
experience. Commonly reported aspects are: the multiple attachments often encountered 
in the single parent - child relationship; an intense sense of loneliness in their grief upon 
the absence of a supportive partner and of adequate social support; intense feelings of 
guilt and self-blame when they were the sole care-givers of the deceased child; and the 
impact of practical issues on their grieving process, such as financial demands and the 
need for effective parenting of the remaining children (Gillis, 2000; Isle, 1994).
Furthermore, although counselling^ appears to be particularly helpful in supporting 
bereaved parents to cope with their loss, exploratory research suggest that bereaved 
single parents may often feel that significant issues related to their single parent status are
The terms ‘counselling’ and ‘therapy’ are used interchangeably in the text.
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frequently overlooked while receiving counselling and other types of support (Xenaki, 
2007). This stresses the need for these individuals’ concerns to be adequately tackled by 
those who provide any form of psychological support. The existing literature suggests 
that this area of psychological theory and practice is under-researched and opportunities 
for effective application of psychological therapies for the support of bereaved single 
parents do not seem to be fully exploited. However, some therapeutic practitioners are 
evidently working with bereaved single parents and acknowledge the special aspects of 
single parents’ bereavement experience (for example see, Duke University Health 
system, 2002; The Compassionate Friends, 2005). It is suggested, therefore, that an initial 
way of increasing our knowledge regarding therapeutic practice with this client group 
would be to investigate how therapists^ understand the experiences of bereaved single 
parents and their views on therapeutic practice with them.
Psychotherapeutic practitioners’ experiential insights are increasingly recognised as 
valuable sources of information regarding human experience (Feltham, 1998; McLeod, 
1998; Silverman, 2000) and therapists are often used in psychological research as ‘key 
informants’ as they have “...access to perspectives or observations denied the researcher” 
(Gilchrist, 1992; p.75), based on the psychological knowledge and their experience of 
working with the client group under investigation. Thus, this study explores therapists’ 
comparative perceptions of single parents’ bereavement experiences and processes and 
those of bereaved parents who were married or partnered at the time of their loss, with 
the aim of elucidating possibly overlooked aspects and characteristics of single parents’ 
grief in order to identify recommendations for therapeutic practice with this client group.
As single parenthood is a vastly diverse category encompassing several family 
configurations, with different single parent circumstances holding potentially different 
implications for the bereavement process, attempts are made to acknowledge 
differentiations not only in comparison to two parent families but within the ‘single
Throughout this document the words ‘therapist’ and ‘psychotherapeutic practitioner’ are used to denote 
any practitioner involved in psychological therapy/counselling with clients, such as clinical or counselling 
psychologists, psychotherapists and counsellors.
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parent’ group as well. Data analysis is informed by, but not driven by, existing models of 
bereavement and work on parental bereavement and single parenthood. Finally, as befits 
its status as an exploratory qualitative study with a small sample in an area of limited 
existing research, this study aims to generate hypotheses and other lines of inquiry for 
future research rather than produce definitive conclusions.
Method
Design
As this research is primarily concerned with exploring individual therapists’ 
understandings and experiences of working with bereaved single parents, a qualitative 
mode of research, using semi-structured interviews, was adopted. Such a methodology 
was considered particularly appropriate for the purposes of this study, as it allows the 
researcher to obtain rich and detailed information regarding individual participants’ 
perceptions and meaning making of the phenomena under investigation (Britten, 1995). 
Moreover, qualitative methodology can focus on the complexity of both individual and 
collective levels of meaning, which may not be fully captured by narrower, more 
structured methods.
Epistemology
The epistemological position adopted in this study may be described as a type of 
‘epistemological pluralism’ or, more specifically, epistemological ‘bricolage’ (Lévi- 
Strauss, 1966), where multiple, and occasionally diverse, available resources (including 
theoretical and philosophical frameworks) are combined in order to enhance the 
researchers’ understanding of the complexity of the investigated phenomena (for a 
detailed description of ‘bricolage’, see Kincheloe, 2001, 2005). The study is primarily 
phenomenological in the sense that the main focus is the exploration of participants’ 
personal perceptions, accounts and subjective understandings of the research topic.
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Hence, therapists’ accounts of relevant client experience are treated principally as 
representations of bereavement experiences and processes. However, it is assumed that 
these representations reflect the actualities of the experiences and processes for clients in 
some sense and to some degree. Thus, the data from clinical experience are interpreted 
from two positions (therapists’ representations and clients’ possible realities), the second 
level of interpretation being more tentative than the first.
Participants
Following the granting of ethical approval [see Appendix A] from the Faculty of Arts and 
Human Sciences Ethics Committee of the University of Surrey, attempts were made to 
recruit psychotherapeutic practitioners who work in private practice and/or in voluntary 
and charitable organisations. Participants working in these settings were deemed an 
accessible sample for which ethical approval could be obtained when considering the 
time frame within which this study was conducted. Inclusion criteria for participants were 
that they were chartered clinical or counselling psychologists, psychotherapists or 
counsellors registered with the British Psychological Society (BPS), the British 
Association for Counselling and Psychotherapy (BACP), the United Kingdom Council 
for Psychotherapy (UKCP) or a similar, recognised professional body; that they had a 
stated interest in bereavement work; and had experience of working with bereaved 
parents, single parents and preferably, but not necessarily, experience of working with 
bereaved single parents.
Potential participants were located initially by consulting the BPS, UKCP and BACP 
practitioners’ registers. A letter outlining the study and inviting participation [see 
Appendix B] was sent (either by post or e-mail) to those professionals who nominated 
bereavement as their special interest. Invitations to participate were limited to 
professionals in the London and south-east England areas because of geographical 
accessibility for interviewing purposes. Furtheimore, participants from the above 
described professional categories were also recruited through charitable organisations.
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such as hospice care settings and organisations which aim to help the bereaved. The 
heads of the organisations received an introductory letter explaining the purpose and the 
nature of the study [see Appendix C] and were asked to distribute the information to 
those whom they believed might be interested in participating in the research. Finally, 
further attempts to recruit participants were made through a snowballing strategy. The 
voluntary nature of participation and the issues around preservation of confidentiality 
were clearly stated in all contacts with potential participants.
Although much interest was expressed in the research topic, many of the practitioners 
contacted felt they had insufficient experience of working with the particular issue of 
relevance. Therefore, due to the difficulties encountered in the recruitment process and 
the time limitations restricting the extent to which invitations for participation could be 
repeatedly sent out, a sample of six participants was successfully recruited. More 
information about the participants will be provided in the analysis section.
Interview schedule
Data were collected through individual interviews, using a semi-structured interview 
schedule [see Appendix D] developed by the researcher. A semi-structured interview was 
chosen in order to enable the interviewer guide the discussion without dictating the 
process. A thorough review of the related literature and a relevant exploratory research 
project conducted by the researcher (Xenaki, 2006, 2007) helped in identifying areas that 
needed to be investigated. Questions were open-ended and non directive in order to elicit 
participants’ experience and to avoid ‘leading’ questions, supplemented by probes and 
requests for clarifications when necessary. The main areas covered concerned 
participants’ understanding of single parenthood; their views and perceptions of parental 
bereavement and of single parents’ grief experience and bereavement processes; their 
experience and opinions regarding therapeutic practice with these client groups; and 
possible recommendations for future practice. However, there was considerable scope for 
the participants to influence the direction of the interview.
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Once developed, the interview schedule was reviewed by an experienced researcher in 
the field of bereavement studies and an initial pilot interview was conducted in order to 
allow refinement of the questions and adjustment according to the feedback received. 
However, as the feedback from this interview was positive and did not result in changes 
being made to the interview schedule or procedure, its data were included in the analysis.
The use of vignettes
Further questions about participants’ views were elicited in the context of their responses 
to four clinical vignettes [see Appendix E]. Although the use of vignettes is not a 
standard aspect of qualitative research, vignettes have been increasingly used in 
qualitative studies in recent years in conjunction with other data collection methods (for 
example, see MacAuley, 1996; Wade, Smart, & Neale, 1999). Vignettes are short 
descriptions of a situation or a person, containing information that is considered to be 
important in participants’ judgement making (Alexander & Becker, 1978; Hughes, 1998). 
The vignettes were developed on the basis of relevant literature on parental bereavement 
and on the bereavement experiences of single parents, including the researcher’s previous 
research study (Xenaki, 2007). The vignettes were evaluated by and piloted with non­
specialist therapists before they were used in the research.
All the vignettes outlined the referral of a mother whose child had died. Two vignettes 
focused on a bereaved mother who had a partner and two on a bereaved single mother. 
The amount of information included in the vignettes was deliberately restricted in order 
to encourage participants to draw on their pre-existing attitudes and experience (Huband 
& Tantam, 1999; Lewis & Appleby, 1988). Alterations to the text of the vignettes 
occurred only to manipulate the child’s gender, age and cause of death in order to 
examine the effect of these factors on participants’ responses. The first and the third 
vignette, as well as the second and the fourth vignette, contained identical information 
with the only difference being the mother’s relational status so that any differences
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between participants’ responses regarding these pairs of vignettes could be attributed 
only to this factor.
Procedure
Five participants were interviewed in their work place and one was interviewed at the 
University of Surrey. Prior to the interview, participants were given the opportunity to 
ask questions regarding the study, signed a consent form [see Appendix F] and completed 
a demographic and background information questionnaire [see Appendix G]. The 
interviews lasted between 60 and 90 minutes. A sensitive method of interviewing was 
employed, based upon an interactional style derived from counselling (Coyle, 1998) and 
participants’ emotional state was monitored throughout the interview. Moreover, an 
informal debriefing session was held at the end of each interview, enabling the 
participants to express how they experienced the interview. All interviews were audio­
recorded and transcribed verbatim [see Appendix H for an example of an interview 
transcript]. All transcripts, tapes and forms were kept confidential.
Analytic strategy
The appropriateness of a variety of qualitative analytic strategies was considered for the 
analysis of the interview transcripts. Grounded theory (Pidgeon & Henwood, 1996) was 
deemed inappropriate as theory building is not an aim of this study. Content analysis was 
also rejected as it has been suggested that it may lose the detail of individuals’ accounts 
(Smith, 1996). Although it was felt that an Interpretative Phenomenological Analysis 
(IPA) (Smith, 1996; Smith & Eatough, 2006) would enable the exploration of a range of 
experiences without losing the detail of individual accounts, it was decided that Template 
Analysis (TA) (Crabtree & Miller, 1999; King, 1998; Langdridge, 2007), a systematic 
method of thematically analysing qualitative data, was more suitable for the purposes of 
this study as it more readily permits the explicit use of insights derived from theory and 
previous research in the analysis. Thus, after conducting a literature review (Xenaki,
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2006) and an IPA study (Xenaki, 2007) on relevant topics, it seemed appropriate here to 
employ a method which would allow the researcher to make active and explicit use of 
the insights gained, while also requiring the systematic testing of these insights against 
the new data. Moreover, Template Analysis is epistemologically flexible and so is more 
consistent with the epistemological stance adopted in this study.
Analysis of the data followed the standard approach to Template Analysis developed by 
King (1998). This involved the construction of a meaningful list of codes, a “template”, 
representing themes identified in the data through careful reading and re-reading of the 
text. Initially, few a priori themes -  based upon theoretical knowledge, related literature 
and previous research findings -  reflecting areas of particular relevance to the research’s 
aims and major topics of the interview schedule were identified. Nevertheless, it should 
be noted that these a priori codes were provisional and tentative and they were reviewed 
as the researcher engaged with ongoing analysis of all the data. Once an initial template 
was produced following the initial coding of a subset of interviews, it was then applied to 
the whole data set. Modifications were made after thoughtful consideration of each 
transcript, with insertion of new codes or deletion of unrepresentative ones, until a final 
template was produced. Codes were organised hierarchically so that broader, highest 
level codes represent broad themes in the data and encompassed a number of sub-codes 
which allowed for analysis at varying levels of specificity. The final template then 
provided the basis for the researcher’s interpretation and the presentation of the research 
findings.
Evaluation of the study
The subjectivity involved in qualitative approach renders traditional evaluative criteria 
for research, based on researcher’s objectivity, inappropriate for assessing this study. 
Instead, the alternative criterion of ‘persuasiveness by grounding in examples’ (Elliott, 
Fischer, & Rennie, 1999) can be applied here. Interpretations are illustrated by quotations 
taken from the data, to allow readers to assess the persuasiveness of the analysis.
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Moreover, three types of quality check, suggested by King (undated) for the use of 
template analysis were followed. In order to ensure independent scrutiny of analysis, the 
analytic process was closely monitored by a research supervisor who, as a male social 
psychologist experienced in qualitative research, came to the analysis with a different 
interpretative framework. This process is believed to have reduced the risk of the analysis 
reflecting an individual, idiosyncratic interpretative framework and to have allowed for 
sensitisation towards multiple aspects of the data. In addition, an audit trail of all 
successive versions of the template, with comments regarding decisions made at each 
stage, was kept. Furthermore, although the researcher tried to remain close to the data and 
ensure participants’ reports are distinguished from her account of it throughout the 
analysis, she acknowledges the potential impact of her interpretative framework and she 
has reflected on the research process in order to become aware of her own values and 
assumptions.^ Finally, it is important to stress that as this is a small scale study in an area 
of limited research, the research findings should be regarded and evaluated as a 
preliminary work towards the development of a template, with the limitations that this 
might entail. Thus, one should be cautious when generalising to a wider population.
Analysis
The study’s sample consisted of six female, White-British participants. Participants’ 
mean age was 54.17 years (range: 44-64; SD: 7.81) and they had between four and 
twenty-five years of experience in therapeutic work (mean of 14 years; SD: 7.92). Four 
participants described their professional identity as ‘counsellors’ and two as 
‘psychotherapists’. Four participants characterised their theoretical orientation as 
integrative, one as humanistic and one as integrative/transpersonal. Two participants 
worked in private practice, two in charitable organisations, one worked both in private 
practice and charitable organisations and one worked in a charitable organisation and in 
the voluntary sector. All participants had experience working with bereaved parents 
(estimated numbers of bereaved parents with whom they had worked ranged from 2 to
’ See ‘personal reflections’ section for a detailed account o f this process.
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40; mean: 15.50; SD: 15.85) and single parents (range: 2-50; mean: 20; SD: 16.54) and 
all but one participant had experience working with bereaved single parents^ (range: 0 -  
10; mean: 4.00; SD: 3.74).
The analysis of the data produced a coding template of five higher-order themes: 
‘Therapists’ understandings of single parenthood’; ‘Views and perceptions regarding 
single parents’ bereavement experience’; ‘Factors perceived as potentially complicating 
single parents’ grief; ‘Counselling the bereaved single parent: Understanding and 
responding to their needs’; and ‘Alternative avenues of support’. Due to space 
limitations, it would not be possible to present all five main themes, their constituent 
lower-order codes and all the relevant links between them in equal depth in the space of 
this paper. Therefore, although each higher-order theme will be outlined briefly in order 
to acknowledge its part in the participants’ accounts, a limited number of themes and 
selected lower-order codes will be discussed in detail.
Table 1 [see end of report]
The theme of ‘Therapists’ understandings of single parenthood’ has been selected for 
particular elaboration as it was felt that the issues raised within this theme were central in 
contextualising participants’ accounts. Some of the themes elaborated within the higher- 
order themes of ‘Factors perceived as potentially complicating single parents’ grief and 
‘Counselling the bereaved single parent: Understanding and responding to their needs’ 
have been prioritised due to their importance in addressing the research aims whilst 
encapsulating some of the most salient and challenging issues raised by the participants.
® Note that all participants found it hard to provide accurate numbers of bereaved parents, single parents 
and single bereaved parents with whom they had worked. Very often during the interview process, 
participants recalled and referred to cases they had not ‘counted’ when completing the demographic 
information questionnaire. Thus, the numbers provided here should be regarded as an estimated 
quantitative approximation of participants’ experience, rather than as an accurate account o f this 
experience.
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For the sake of clarity, the title of each higher-order theme is underlined. In the 
quotations that are presented, empty brackets ( ) indicate the omission of material and 
ellipsis points (...) indicate a pause in the flow of participants’ speech. Information that 
appears within square brackets [ ] has been added for clarification. Pseudonyms have 
been used throughout the paper and all identifying information has been changed or 
withheld to preserve confidentiality.
Therapists ’ understandinss ofsinsle parenthood
This theme addresses the participants’ subjective understandings and conceptualisations 
of single parenthood. In order to set the context for the discussion of the remaining 
themes, it will be discussed in detail under two second-order themes: the participants’ 
‘struggle’ to define single parenthood and the perceived strengths and challenges of 
single parent families.
The ‘struggle ’ to define single parenthood
All participants highlighted the diversity of context-dependent configurations 
encompassed in the term ‘single parenthood’ and the potential variations in single-parent 
families’ phenomenological experience. Thus, for most participants trying to provide a 
clear-cut definition of single parenthood appeared to be a struggle. This is reflected in the 
following quotation:
“Gosh, what I consider to be a single parent... that may be quite different 
depending on the situation or the context of single parent; ( ) it’s very 
difficult to generalise because its family is going to be particularly 
different depending on their class, their culture, their support...” (Sharon)
Another participant, Alexandra, reported that her understanding of single parenthood has 
changed over the years:
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“I think my idea of single parent has changed; because at one time a single 
parent was ... they were not married and so there was the assumption they 
were alone. ( ) I think now it doesn’t being the same, it’s much more 
acceptable. People choose to be single parents; people choose not to have 
a partner in side, they have I VF, they have all sort of things, don’t they?
So there is a definite choice now in being a single parent; that is about 
now that things have changed. It’s an interesting shift I think.”
These responses seem to reflect the heterogeneous nature and the rapidly changing social 
context of single parenthood, supported by findings in the literature (Block, 2000; 
Bumpass & Raley, 1995; Eggebeen, Snyder, & Manning, 1996; Rowlingson & McKay, 
1998). It is notable though that individuals’ subjective, ‘working’ conceptualisation of 
single parenthood featured a high degree of commonality across all participants’ 
descriptions. A single parent was defined as:
“A lone parent; a parent who is raising the children predominately on his 
or her own. So whether the other parent might or might not be in the 
child’s life, predominantly the care responsibility for those children falls 
on the shoulders of that one person.” (Helen)
“It’s whoever is the one who is left with the care-taking responsibility of 
the children ( ) whether the partner has never been around or whether the 
partner has been around and has, has died or has left. So that’s how I 
understand a single parent; as somebody who has the sole responsibility 
for the care of children.” (Carol)
Most participants justified their definition of single parenthood on the basis of their 
personal experience of single parenthood in their family or social context. However, these 
accounts may also be influenced by the prevalent stereotypical social representation of 
single parenthood (for an example, see Oliver, 2008). Moreover, throughout the
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interviews, participants mainly referred to the case of single mothers. This representation 
was most evident in Louise’s account:
“I have a visual picture in my mind, it’s a woman; it’s a woman which is 
interesting, it’s always, it’s a woman with more than one child”
The fact that all participants in the study were females and that most were mothers 
themselves may explain their tendency to develop stronger associations to single 
motherhood within their accounts.
Perceived strengths and challenges o f single parent families
Participants identified as a strength of single parent families the development of a strong 
sense of ‘closeness’ and interdependency -  “a real sense of pulling together” as one 
participant described it -  between the members of a single parent family. Regarding the 
challenges of single parenthood, most participants pointed out the financial struggles that 
often parents have to face if they are the sole providers for their family, their potential 
sense of isolation if a supportive social network is absent and the demands of having the 
sole responsibility for the children. The potential for exhaustion both at a physical and a 
psychological/emotional level was highlighted by the participants:
“You’ve got the problems and all that and not having the mediation of the 
other parent. () It’s just you the one who is responsible. You are the loved 
one, you are the hated one. You’ve got all of those, you catch all those 
feelings.” (Carol)
Another participant reflected upon her experience of single parents of children with a 
disability or a life threatening disease:
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“I think it’s probably the relentlessness; ( ) the relentlessness of care that 
they need to undertake, emm, and not having somebody to share that with 
in terms of how hard it is. There might be support systems around them but 
that’s very different from having a partner who is there going through it 
with you sort of side by side, as we see other families. ( ) The physical 
tasks can be quite relentless, I think. Emm, it can feel quite isolating, quite 
a lonely place to be.” (Helen)
Nevertheless, apart from the practical difficulties stemming from the sole parenting 
responsibilities, in these quotations participants seem to communicate their perception 
regarding single parents’ intense longing for that sense of partnership and emotional 
support that only a partner can offer, for which other support systems cannot compensate.
On the other hand, some participants felt keenly that, faced with the challenges of single 
parenthood, individuals can become more resilient. Referring to one of her clients, Linda 
said:
“She eventually came to the conclusion that she had become a stronger 
person because she had to cope. There was literally no other way, no other 
person ( ) so she had to manage it herself and she gained confidence from 
that in some ways. Emm, she learned how to defend for herself, to cope 
with situations that you wouldn’t think she would be able to cope with, 
emm, she challenged herself and a lot of grip and determination that came 
out that she was proud about herself.”
These responses seem to suggest that the ability for effective parenting and management 
of the struggles of single parenthood can be a source of strength and pride for single 
parents, as has been found in other studies too (Richards & Schmiege, 1993). However, 
this quotation seems to communicate a deeper sense of growth for this individual beyond
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her mothering skills, involving an intense sense of personal development and self- 
confidence about her resilience on multiple levels.
Views and vercevtions resardin2  sinsle varents ’ bereavement experience
Under this theme, participants spoke about single parents’ emotional responses to the 
death of a child. Their accounts reflected common motifs identified in the bereavement 
literature (Gyulay, 1989; Klass & Marwit, 1988-1989; Parkes, 1972) such as feelings of 
shock, disbelief, anger, guilt and self-blame. Moreover, the ‘multidimensional’ nature of 
the loss marked by the death of a child was acknowledged by most participants. Concerns 
around the impact of the loss of the parent’s hopes and dreams invested in the deceased 
child, as well as the implications of the loss of the parental role for the individual’s sense 
of identity, were voiced by all the participants. As Linda described it, “It’s as if they’ve 
lost a part of themselves; and it’s something about the identity that is attuned to the parent 
that then suddenly gets demolished”. Participants also highlighted that this sense might be 
even more profound for single parents who lost their only child. These views were 
typified by Alexandra’s response, who said:
“Their reason, their reason for living may have gone. Their child might 
have been their world; they may have invested a lot in that child and in 
their beliefs of what that child would be. It really depends on what their 
view was, I think you have to work with what their view was as a single 
parent; ( ) if you can look at what that meant to them then you can 
understand what their sense of loss is.”
Such accounts seem to suggest that the relationship between a single parent and an only 
child can involve multiple dimensions of attachment; thus, the death of the child may stir 
feelings related to the loss of the various facets that such a relationship can encompass.
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Factors perceived as potentially comvlicatim sinsle varents ’ srie f
Many participants felt that in order to support their children, single parents’ often 
suppress their grief, having to “put their feelings to the back comer” (Linda). Helen 
described her experience of a bereaved single mother:
“I can think of one parent who almost wanted to manage the children’s 
grief and sort them out, to use her phrase, before she looked at her own 
grief. ( ) So she almost wanted her grief to take a back seat while she 
managed her young children’s grief’.
This quotation suggests that the single parent status may increase the pressure on the 
bereaved parents to overlook their grief in order to prioritise their children’s needs. This 
was conceptualised by most participants as a factor that can possibly hinder and 
complicate single parents’ grief. However, this could also be viewed as a protective factor 
in the sense that this responsibility and the need to protect the well-being of the remaining 
children could give the bereaved single parents a ‘purpose in life’, a reason to keep going, 
preventing them from ‘falling apart’.
Another factor identified by all participants as potentially negatively impacting on single 
parents’ grief was the lack of adequate support in their grief. Participants emphasised that 
although they might be deprived of a supportive partner, single parents may often receive 
adequate support from their extended social and family network, sometimes even more 
than couples:
“That isn’t always to say that being married you get the support and 
comfort. Being single might bring a positive reaction; people might think 
and offer you a lot more support as a result of that while they may assume 
that if you got a partner you would be ok.” (Alexandra)
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However, some participants suggested that even when support is available, single parents 
may still experience a deep sense of loneliness and isolation:
“She might have had a husband and this wouldn’t necessarily mean she 
would feel any less isolated. I guess it mainly depends on their sense of 
being isolated, even though they may have friends or a relationship” 
(Sharon).
“[referring to a bereaved single mother] so for her it was that loneliness, 
that just pure sense of loneliness....and there were people in her life and 
she had support, but it was that bit at the end of the day when you close 
that door and you are on your own; she had support ( ) and that has helped 
her, but she still didn’t have that partner to sit down and share and be with 
0  as if you have to put a mask on and not having that partner that you can 
take the mask off free. So, isolation I think probably was a key thing.”
(Helen)
In these responses participants seem to acknowledge the importance of the subjective 
phenomenological experience of bereaved single parents. This sense of lacking a 
supportive partner appears to have important implications for their bereavement process 
as it can create a ‘void’ that might not be easily covered by alternative supportive 
resources.
Some participants, though, pointed out that for some bereaved parents asking for help, or 
even accepting it, might not be easy:
“[in response to a clinical vignette] I think of this lady who has been on 
her own with this young girl for 12 years and who’s had to cope on her 
own; often there might be a feeling of reluctance to accept help. You 
know. I’ve coped on my own all these years and then suddenly I am
251
needing help and I am really struggling with that because I’ve been there.
I’ve been a parent. I’ve had to manage. I’ve had to cope; suddenly I am 
finding myself in that position that I am not coping anymore, but I am 
actually finding it very hard to ask for help.” (Helen)
This seems to be closely linked with single parents’ sense of resilience and their need to 
‘hold things together’ that were discussed earlier. As a participant pointed out:
“These people do cope, you know, they have to cope on their own and 
therefore, allowing themselves to be vulnerable might be more difficult.
And so, you know, there is that sense of having to hold things together.”
(Carol)
It seems that there is a potential vicious circle here, in that the potential desire to maintain 
their self-sufficiency and their avoidance to ask for help and support may increase single 
parents isolation and their sense o f ‘aloneness’ in their grief.
Counsellins the bereaved sinsle parent: Understanding and resvondins to their needs
This theme concerns participants’ views regarding therapeutic work with bereaved single 
parents upon the loss of a child. These have been grouped under three second-level 
themes: therapeutic tasks; challenges involved in the work; and therapeutic resources. 
Due to space limitation only the first two sub-themes will be reported here.
Therapeutic tasks
Participants outlined the tasks that, in their opinion, are important when working 
therapeutically with bereaved single parents. First of all, they spoke about the 
significance of providing the bereaved single parent with a ‘safe and secure’ space to 
acknowledge the profundity of their often traumatic experience and explore their feelings
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and their thoughts in relation to their child’s death. Moreover, the normalisation of 
individuals’ responses to the loss and facilitating the integration of the traumatic event 
within the parents’ world view were also regarded as major therapeutic tasks.
These seem to accord with the main therapeutic tasks identified in the literature on grief 
counselling and grief therapy (Alexy, 1982; Malkinson, 2007; Worden, 2003). Although 
participants acknowledge the importance of working on those tasks in counselling with 
any bereaved client, it is worth noting that it was felt that the provision of a secure 
therapeutic relationship where these issues could be addressed might be particularly 
important in the case of bereaved single parents as, in some cases, the therapeutic 
encounter might be the only available avenue of support for these individuals. In one 
participant’s words:
“it is about providing them with a sense of being held in a safe space 
which they may not have anywhere else in their lives; feeling that someone 
is willing to listen to the sort of pain that maybe nobody else is willing to 
listen to” (Linda).
These accounts seem to reflect participants’ perception of single parents as a potentially 
socially isolated and vulnerable client group, possibly reflecting again a stereotypical 
social representation.
Furthermore, participants considered the facilitation of the ‘single parent family’s’ grief 
as another issue that should be looked at in therapy. In cases of families with other 
children, helping bereaved single parents balance the expression of their own grief while 
managing their children’s grief for the loss of their sibling was identified as a central goal 
of the therapeutic work:
“Everybody has lost somebody they are related to and it’s about 
acknowledging that each relationship is different. ( ) I think in this culture
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there is a hierarchy regarding death and the worst thing to happen is to 
lose a child and forget that the children have lost a sibling and what that’s 
like for them. I will still think that there is an issue of trying to get a 
balance in the family” (Louise).
Another aspect that was deemed relevant by the participants was the significance of 
acknowledging that, although the deceased child might have been brought up in a single 
parent household, there are still two grieving bereaved parents left (unless someone had 
become a single parent through the death of their partner). Carol said in relation to this:
“They are single but of course there are still two parents. And I think the 
way in which the parental relationship ended could well have quite an 
impact on, you know, on how the person grieves. Because there are two, 
there are two parents; the language is very much... ‘sole care giver’...but 
in fact there are two parents and I think that would need to be 
acknowledged and worked with in some ways as well. Because it’s very 
easy to meet, for one parent, you meet often the mother who has the child 
and the father then becomes quite alienated ( ) and I think it might be 
useful to actually do some work with that as well.”
The above account highlights the common notion that single parents are often regarded as 
a ‘system of one’, that is, what remains out of the couple dyad. This can lead to 
assumptions, often reinforced by stereotypes about single parenthood which, if accepted, 
risk having significant aspects of single parents’ experience ignored.
Challenges involved in the work
Most participants mentioned having to be “a witness to the worst of all losses” as the 
biggest challenge involved in this type of work:
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“I think when you are dealing with such a devastating situation, it’s the 
biggest trauma probably anyone has to face in their time life, the 
challenges would be that you can’t actually make it better, you can’t 
change it in any way. The challenge is about staying with the process in 
any way that person needs that, painful as it might be; that’s the challenge 
for the therapist, that it’s just literally being a witness to that amount of 
pain that someone is going through when they lose a child; and as a single 
parent, yeah, there will be evolutions around loss that would make that 
process probably particularly painful as well.” (Linda)
“I think it is something about ( ) the containing and the holding of so 
much pain and the challenge for the therapist is that they could become 
vicariously traumatised through that process so their own supportive 
network would need to be strong.”(Carol)
These accounts accord with findings in the literature suggesting that addressing the death 
of a child is one of the most challenging tasks for clinicians (Tedeschi & Calhoun, 2004). 
However, the intensity of the reported feelings may go beyond the fact of ‘witnessing’ 
another human’s pain; it seems that it may force therapists to face their own fears, 
especially when parents themselves. Louise acknowledged this possibility:
“I am very aware, reading this letter, of feelings of countertransference 
coming out for me ( ) if it is the loss of a child that for me it’s about being 
a mother and struggling with that. I think I have a very conscious 
awareness of that”.
In addition, it appears that the irreversible nature of this loss can leave the therapists 
feeling trapped in a ‘no win’ situation; it generates a strong wish to ‘rescue’ the bereaved 
parents from their pain, while at the same time the irreversibility of the death creates an
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intense sense of helplessness in the professional. This struggle is clearly reflected in the 
following quotation:
“I might find myself wanting to rescue, try to make it better and be aware 
that this cannot happen upon the loss of a child”. (Sharon)
It could be argued that, in the case of bereaved single parents, these feelings might be 
even more intensified as, in the absence of a supportive network, therapists might feel a 
sole responsibility for caring for the single parent, potentially feeling ‘sole parents’ 
themselves in the countertransference. The concerns expressed in the following 
quotations appear to reflect a similar feeling:
“I am just thinking of the people I’ve worked with... they all had someone 
to go back to. If they were distressed when they left me they had someone 
to go back to. Now, if you’ve got a single parent, and of course the work 
is distressing, and they’ve got no one to go back to ( ) that could well have 
an impact on the work, you know ( ) I would think how to pace it....I 
don’t know, differently maybe. I think I would probably be quite alert to 
see how safe they are.” (Carol)
“There is an extra pressure on the therapist to be particularly strong for 
that client. Emm, the pressure might be that the therapist becomes 
particularly important to that person because there isn’t anyone else so 
that I think might make a distinct difference ( ) the more isolated they are 
the more pressure is on the therapist to be everything for that person.”
(Linda)
“There is a chance that they might become more dependant because you 
are the one who is giving them the attention that perhaps they may not had
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because they were single parents. The desire to rescue might be stronger” 
(Alexandra).
Moreover, participants talked about the possibility for escalation of risk issues in the case 
of bereaved single parents:
“The risk might be what feelings she has been holding in terms of her 
distress, responsibility and guilt feelings. I guess if you are coping on your 
own with lots, with children you know, you have to hold yourself 
together.. .and if something like this happens then that makes her feel very 
vulnerable and very fragile, there is that potential” (Carol).
Therapeutic resources
Under this lower-order theme participants acknowledge the importance of psychological 
theories in enhancing their psychological understanding of their clients’ grief experience. 
What was surprising was that although bereavement models and theories, such as 
attachment theory, were repeatedly mentioned by the participants, there was no reference 
to any theory or research related to single parenthood. This could possibly reflect a gap in 
the literature regarding single parents’ bereavement experience. Related to that, some of 
the participants actually reported that they saw participation in this study as an 
opportunity to consider their own beliefs and preconceptions about single parents’ 
bereavement experience and to enhance their understanding regarding their practice with 
this client group because, as a participant said, “when you go to look for information 
there is very little around” (Helen). Moreover, all participants stressed the importance of 
effective supervision and peer support and of opportunities for self-reflection regarding 
one’s own feelings.
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Alternative avenues o f support
In relation to this last theme, all participants highlighted the importance of alternative 
avenues of support for the bereaved single parents. The most commonly mentioned 
sources of support were friends and family and spirituality and faith. Furthermore, 
participants acknowledged the potentially powerful effect of the ‘shared experience’, 
gained from participation in bereaved single parents’ groups.
Discussion
Limitations of the study and recommendations for future research
The main limitation of this study is that, due to the time constraints and the difficulties 
encountered in obtaining a larger working sample, the findings cannot be seen as 
definitively representing therapists’ views and experiences of working with bereaved 
single parents or as representative of this client group’s experiences. Instead, in 
accordance with the status of much qualitative research outcomes, findings relate 
primarily to the participants in this study.
Thus, although the researcher aimed, through the utilisation of a pluralistic 
epistemological stance, to achieve a more in-depth and multi-perspectival understanding 
of the investigated phenomena it is acknowledged that, due to the above mentioned 
limitations, a primarily phenomenological interpretation of the data presented here - 
where therapists’ accounts are treated principally as representations of bereavement 
experiences and processes - might be more appropriate. However, the possibility remains 
that the study may have managed to access some universal experiences through its 
systematic examination of particular instances. Hence, it is believed that a tentative 
reading of the findings from a psychologically critical realist position, informed by the 
available psychological theory and research and taking into consideration the possibility
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for variations in individuals’ lived experiences, can enhance our understanding of 
bereaved single parents’ experience without producing a juxtaposed analysis.
As this is an area that has not been explored before, this research represents some 
valuable preliminary work highlighting key issues of single parents’ bereavement 
experience and psychotherapeutic practice with this group. Other researchers might want 
to advance the knowledge in this area in the future by conducting similar studies with 
informants whose experiences and perspectives have not been represented here. For 
example, the self-selecting nature of participation in the research may suggest that those 
individuals who did participate have a special interest and passionate views about this 
area of practice. Another interesting characteristic of the sample was that all participants 
were females drawing upon their experience from non-NHS settings. Thus, future 
research could be carried out exploring the views of male psychotherapeutic practitioners 
and professionals who work in NHS or other, more varied, settings.
A further limitation is that all participants were recruited from a specific geographical 
location (London and South-East England) and there was ethnic homogeneity in the 
sample (White-British). As the findings of this study are embedded within the British 
socio-cultural context further research is needed to explore views and experiences 
regarding single parents’ bereavement in other contexts, as it is reasonable to assume that 
participants’ perceptions are inevitably affected by social representations of parental 
bereavement and single parenthood and are therefore socially, culturally and historically 
specific.
Furthermore, the use of a range of methods and approaches will add further to the 
findings reported here. Future studies could include quantitative research designs. As it 
has been suggested, qualitative research can be effectively used to inform quantitative 
studies (for example, see Padgett, 1998; Rowan & Wulff, 2007; Weiss, 1994). Thus, the 
findings of this study could form the basis for the development of questionnaire response 
categories, aiming to collect additional data about psychotherapeutic professionals’ views
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and attitudes regarding their work with bereaved single parents. This would allow 
examination of the qualitative data of this exploratory study against quantitative measures 
and could determine with confidence the extent to which the findings reported here are 
tapping into some universal, as opposed to case specific, experiences.
Theoretical implications and implications for the practice of counselling psychology
Evaluation of this study in relation to existing theories and previous research would 
suggest that some of the participants’ responses reflect consistent findings in the literature 
on parental bereavement. Emotional reactions to the loss of a child commonly described 
in the literature, such as shock, disbelief, anger and self-blame (for example, see Miles & 
Demi, 1991-1992; Rando, 1984; Weiner, 1970), were also reported by the participants in 
this study. Moreover, all participants described the grief resulting from such a loss as 
‘complex’ and ‘multidimentionaT, as proposed by Gyulay (1989).
However, this study also elucidated possibly overlooked characteristics, beyond the grief 
reactions they share with other bereaved, that appear to be important in understanding 
single parents’ bereavement experience. In their accounts participants stressed the various 
facets and multiple attachments often encountered in the single parent-child relationship 
and highlighted the profoundness of this loss and the impact it can have on single 
parents’ sense of identity - particularly in the case of bereaved single parents who lost 
their only child where, as one participant said, “the child often becomes their only reason 
to live”. Thus, it could be argued that the final phase of mourning - described in the 
‘stage/phase models’ as characterised by acceptance of the loss and formation of new 
attachments (Bowlby, 1980; Kubler-Ross, 1969; Weiner, 1970) - might be particularly 
complicated for bereaved single parents as, in some cases, the death of the child can 
signify the loss of multiple attachment layers that might not even have been consciously 
recognised before. Nevertheless, further research would be necessary to test this 
hypothesis.
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In addition, there appeared to be a consensus among participants about the importance of 
social and professional support for bereaved single parents. Although it was 
acknowledged that the availability and adequacy of support may vary according to the 
single parents’ social network, most participants proposed that the effectiveness of the 
available support often appears to be overshadowed by single parents’ intense sense of 
loneliness in their grief, escalated by the sense that they are ‘missing out’ in not having a 
supportive partner. In the literature the lack of social support has been associated with 
single parents’ social isolation and the stigma often attached to the single parent status 
(Arnold & Horcher, 1997; Blackenhom, 1995). This research, though, appears to offer 
new insight in this area, suggesting that the lack of support might also be related to single 
parents’ ambivalent feelings about asking for help due to their resistance to give up their 
perception of themselves as self-sufficient and ‘able to cope with all struggles’, leading to 
a potential vicious circle of further social isolation.
Regarding psychotherapeutic work with this client group, participants considered the 
provision of a ‘safe and secure’ therapeutic relationship, where single parents could 
express their feelings and explore their grief, as the cornerstone of their therapeutic 
practice. Moreover, they regarded the normalisation of individuals’ reactions to the loss, 
the integration of the traumatic death within the parents’ world view and the facilitation 
of the ‘single parent family’ member’s grief as important therapeutic tasks. These views 
accord with the main therapeutic tasks that have been proposed in the grief counselling 
and grief therapy literature (Alexy, 1982; Malkinson, 2007; Worden, 2003).
However, findings from this study suggest that therapeutic work with bereaved single 
parents can raise additional issues and concerns for therapists. Participants emphasised 
the potential impact of the single parent status on parents’ grief and the analysis 
illustrates that the particular meaning attached to single parenthood impacts upon the 
therapeutic encounter. For example, in some accounts single parents tended to be 
represented as psychologically fragile and there was an implicit suggestion for escalated 
risk issues. Some participants, also, described a feeling of ‘pressure to rescue’ the single
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parent from their emotional pain and an intense sense of responsibility, as they often 
perceived themselves to be the only source of support for the single parent, almost feeling 
‘sole parents’ themselves in the countertransference.
It should be acknowledged though that, as discussed in the analysis, the findings of this 
study suggest that therapists’ understandings of single parenthood are inevitably 
influenced by their own assumptions based on their personal subjective and socio­
culturally specific representations. Thus, professionals’ reflection on and critical 
evaluation of their assumptions and possible biases, through adequate supervision and 
personal reflection, should be encouraged in order to limit the potential impact on their 
therapeutic practice.
Overview
This study intended to explore therapists’ views and experiences of working with 
bereaved single parents with the aim of increasing our understanding of single parents’ 
bereavement experiences upon the death of a child and identifying recommendations for 
therapeutic practice with this client group. Some of the findings presented here appear to 
be consistent with previous research on parental bereavement. Nevertheless, as it has 
been discussed above, it is also suggested that additional issues related to the single 
parent status, above and beyond the grief reactions they share with other bereaved, are 
often encountered and may qualitatively differentiate their grief experience and affect 
therapeutic interventions with this client group.
A fundamental argument for the use of qualitative methodology is that human 
experience should be understood in context. Thus, in making recommendations for 
practice based on these findings, the researcher is aware of the risk of generalisation. 
Nevertheless, the researcher espouses the view that knowledge produced in a qualitative 
study can usefully be transferable to other contexts, particularly in the case of analogous 
circumstances (Murphy, Dingwall, Greatbatch, Parkes, & Watson, 1998) and hopes that 
this study will enhance therapists’ understanding of the effect that the single parent status
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may have on the experience of parental bereavement. In addition to this, it could alert 
therapists, during psychological assessment, to the identification of factors that could be 
indicative predictors of potential vulnerability (e.g. social isolation, lack of supportive 
networks, suppression of feelings of grief). Moreover, as discussed above, the research 
also highlighted possible challenges that this type of work can pose for the therapist too.
Finally, as the term ‘single parenthood’ can encompass several, and often diverse, family 
configurations it is appreciated that some of the issues that have been explored here might 
not be representative of all single parents’ bereavement experiences. Thus, caution of 
generalising findings to practice with all bereaved single parents should exist, future 
research aiming to increase the empirical knowledge in this area is encouraged and the 
therapeutic tasks discussed here should be frequently re-evaluated to ensure that they 
accord with individual clients’ needs and concerns.
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TABLE 1
Final Template: Higher and lower order themes
Higher-order
themes
Second-level themes Third-level themes Fourth-level themes
7. Therapists’ 
understanding o f  
single parenthood
la. The “struggle” to 
define single 
parenthood
lb. Perceived 
strengths and 
challenges o f single 
parent families
l.b .l resilience
l.b.2 Strong family 
bonds: Closeness and 
overreliance
l.b.S.Sole 
responsibility for 
children’s care
l.b.4. Financial 
concerns
l.b.S.i. Emotional + 
physical exhaustion
2. Views & 
perceptions 
regarding single 
parents ’ 
bereavement 
experience
2.a. Emotional 
responses to the loss
2.b. A
‘multidimensional’ 
loss: Impact on the 
sense o f self and 
outlook on life.
2.a.l. “I should be 
able to protect my 
child” : Guilt and self 
blame
2.a.2. “This cannot 
happen”: Shock, 
anger, helplessness
5. Factors 
perceived as 
potentially 
complicating 
single parents 
grief
3.a. Precedence of  
children’s needs
3.b. Lack of support
3.C. “Multiple 
losses”: Re-enactment 
of feelings related to 
the loss o f the 
‘parental couple’
3.a.l Suppression o f  
parent’s emotions 
3.a.2. Pressure to 
provide for the family
3.b.l. Social isolation 
3.b.2. Reluctance to 
ask for help
4. Counselling 
the bereaved 
single parent: 
Understanding
4.a. Therapeutic tasks 4.a.l. ‘Holding the 
client’: Provision o f a 
‘secure’ therapeutic 
relationship_________
273
4.a.2. Normalisation 
o f clients’ experience 
and integration o f the 
loss in their 
worldview.
4.a.3. Facilitation o f  
‘family grief
and responding to 
their needs
4.b. Challenges 
involved in the work
4.C. Therapeutic 
resources
4.b. 1. Assessment and 
management of risk
4.b.2 Managing 
boundaries in the 
therapeutic 
relationship
4.b.3. ‘Witnessing’ a 
tremendous loss: 
Emotional impact on 
the therapist.
4.C.I. Psychological 
understanding o f  
grief: Theories and 
techniques
4.C.2. Supervision + 
peer support
4.C.3 Awareness of  
personal assumptions 
& respect for the 
‘individuality’ o f  
grief
4.a.3.i. Exploration o f  
the relationship with 
the “other” grieving 
parent
4.a.3. ii. Support of  
remaining children
5. Alternative 
avenues o f  
support
5.a. Social support: 
Family + friends
5.b. ‘Shared 
experience’: Contact 
with other bereaved 
parents
5.C. Spirituality + 
faith
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Personal reflections
Single parents’ bereavement experience upon the death of a child has been my main 
research focus throughout my doctorate course. Carrying out a literature review on my 
first year confirmed my initial sense that there is hardly any research on this area. Having 
been mainly brought up in a single parent family myself, I was aware of the potential 
differences in the family dynamics and other characteristics that could possibly impact on 
single parents’ grief. Thus, in my second year research I decided to explore bereaved 
single parents’ phenomenological bereavement experiences. Based on my findings from 
that research I felt that it would be worth in my final research project to interview 
psychotherapeutic practitioners regarding their views and perceptions of single parents’ 
bereavement processes in order to obtain a more spherical understanding of those 
experiences and increase my understanding of how counselling psychologists and other 
professionals could support bereaved single parents.
Because most of the practitioners registered with BPS and other professional bodied 
identify bereavement as one of their areas of interest and expertise, initially I was quite 
optimistic about recruiting the desired research sample. However, I encountered 
difficulties to find participants; although some of the therapists I contacted replied 
identifying the research topic as one of great interest, they often felt they did not have 
much to contribute to the research. At first I felt quite discouraged by this, especially 
since I had started my recruitment process early on this year. Moreover, I started 
wondering whether the low response rate reflected an absence of acknowledgement from 
the practitioners’ part of the potential impact that the single parent status might have on 
the parental bereavement processes. However, I was able to manage my frustration and 
continue the recruitment process even more intensively. Thus, finally I got some positive 
responses from participants who were keen on sharing their views and through further 
snowballing I collected my final sample.
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Being aware of my personal investment in terms of time and effort in this research 
project and of my personal views on the subject, I tried to monitor my own thought- 
process during the interviews in order to ensure I avoided leading questions and 
employed an engaging but non-directive style. That was not always easy; however, in 
their feedback all participants reported they found the pace and style of the questions 
appropriate and they felt that taking part in the study gave them an opportunity to reflect 
on their practice. I personally found the interviews very rewarding; I was inspired by 
some of participants’ ideas and suggestions and I found their insight very thought 
provoking.
Regarding the analytic process, I was enthusiastic about the richness of the data collected. 
The use of template analysis provided me with a straight-forward method that helped me 
manage the amount of data and make sense of them in light of existing bereavement 
theories and last year’s project findings. Moreover, the flexibility of template analysis in 
terms of its epistemological stance and the presentation of the material enabled me to 
attend to different aspects of the data in my analysis. Nevertheless, having conducted an 
IP A study last year, I am aware of the high resemblance between the style of the 
presentation of findings in my analysis and of that encountered in IP A studies. Indeed, 
initially I found the similarities between the two methods very confusing and I had to 
clearly identify their differences in order to understand how template analysis is 
conducted. Although I feel I have achieved the desired level of understanding of the two 
methods and I am aware of their differences as well as their similarities, I acknowledge 
that the proximity of the two methods, the decision to prioritise participants’ 
phenomenological accounts in the analysis and my familiarisation with the IP A style and 
format definitely have impacted on my approach to data interpretation and the 
presentation of findings in this research report.
Finally, although I have tried to stay close to the participants’ accounts in all analytic 
stages, I acknowledge the impact that my personal views and experiences may have on 
my interpretative framework. As mentioned earlier, I was brought up in à single parent
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household so some of my assumptions regarding single parent families (for example 
relational dynamics and family bonds) are partially based on my subjective experiences. 
Moreover, coming originally from Greece, I am aware that my understanding of single 
parenthood is shaped, to an extent, by social representations specific to that socio-cultural 
context. Furthermore, my role as a counselling psychologist in training who has some 
experience working with bereaved clients, as well as my broader interest in bereavement 
literature and research, might have impacted on my interpretation of findings regarding 
therapeutic practice with bereaved single parents. Finally, in addition to my personal 
associations to the research topic, I am aware that the findings from last year’s research 
project, where I interviewed bereaved single parents about their experience, might have 
increased my sensitisation towards views that are consistent to the first-hand experiences 
described by last year’s participants. However, as I was aware of my ‘agenda’ I tried to 
ensure that I analysed the data in a way that represented as many of my interviewees’ 
perceptions and experiences as possible and to frequently check my analytic processes 
with my supervisor in order to reduce the risk of imposing my idiosyncratic views on the 
data analysis.
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Dr Mark Cropley
Chair: Faculty o f Arts and Human S c ie n c es  Ethics 
Committee 
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Maria Xenaki
Department of Psychology - PsychD Trainee 
University of Surrey
19^  ^February 2008
Dear Maria
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bereaved single parents: A qualitative analysis”
Thank you for your resubmission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable 
ethical opinion.
If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Mark Cropley
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Appendix B: Letter to potential participants
Maria Xenaki
Counselling psychologist in training 
School of Human Sciences 
Department of Psychology 
University of Surrey 
Guildford GU2 7XH 
Surrey
Dear Sir or Madam,
PROJECT TITLE: “Therapists’ views and experiences of working with bereaved single 
parents: A qualitative analvsis”
My name is Maria Xenaki and I am a third year PsychD Trainee Counselling 
Psychologist at the University of Surrey. This is an advanced professional training in the 
practice, research and academic aspects of Counselling Psychology, accredited by the 
British Psychological Society. During my training I have developed a specialist research 
interest in the experience of bereaved single parents. As you may be aware, very little 
research has looked at the bereavement experiences of single parents; thus, by 
researching this field, I hope to inform mental health professionals about these 
experiences and to contribute to the development of appropriate professional practice and 
services for the support of bereaved single parents.
For my second year research I conducted interviews with bereaved single parents, 
exploring their experiences upon the loss of their child. This year I am focusing on the 
views and experiences of psychotherapeutic practitioners regarding therapeutic practice 
with this client group. My research plans have been checked and approved by the Ethics 
Committee of the Faculty of Arts and Human Sciences at the University of Surrey. As a
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psychologist/ psychotherapist/ counsellor you may have experience of working with 
bereaved parents and / or single parents. I will be interested in exploring your 
comparative perceptions of single parents’ bereavement experiences and processes and 
those of bereaved parents who were married or partnered at the time of their loss and to 
identify recommendations for practice with bereaved single parents. I believe that this is a 
valuable area of research and I would be most grateful if you could consent to take part in 
this study. Participation would involve a single audio-recorded interview which should 
last between 60 and 90 minutes. This would be conducted at a time and place convenient 
to you. Whilst extracts of your responses may appear in the final study, in order to assure 
confidentiality, your name and any other identifying information will not appear in the 
research report and the recording of your interview will be destroyed in September 2008 
when the research is completed. If, at any stage, you decide that you no longer want to be 
part of this research, you can withdraw from it without having to give a reason for this. 
All the information that you provide up to that point will then be destroyed.
If you have any questions, if you require further information or if you would like to 
volunteer for this study, please contact Maria Xenaki, Principal Investigator on 01483 
689176 (if not available please leave a message and I will call you back) or e-mail me at 
m.xenaki@surrey.ac.uk. Furthermore, I would be most grateful if you could pass on 
these information to anyone else who you think that might be interested in participating 
in this study and any suggestions for possible alternative ways of recruiting potential 
participants would be truly appreciated.
Thank you very much for your time and consideration.
Kind Regards,
Ms. Maria Xenaki
Counselling Psychologist in Training
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Appendix C: Letter to organisations
Maria Xenaki
Counselling psychologist in training 
School of Human Sciences 
Department of Psychology 
University of Surrey 
Guildford GU2 7XH 
Surrey
Name and address of organisation 
Dear Chair,
PROJECT TITLE: “Therapists’ views and experiences of working with bereaved single 
parents: A qualitative analvsis”
I am writing to inform you about a research study that I am conducting which may be of 
interest to your organisation. My name is Maria Xenaki and I am a counselling 
psychologist in training in my third year of a doctoral programme in Psychotherapeutic 
and Counselling Psychology at the University of Surrey. This is an advanced professional 
training in the practice, research and academic aspects of Counselling Psychology, 
accredited by the British Psychological Society.
As part of this course, I am conducting a study looking at therapists’ views and 
experiences of working with bereaved single parents. Despite the significant increase in 
the number of families headed by a single parent nowadays, it seems that the experience 
of bereaved single parents is hardly addressed in the research literature on bereavement 
and opportunities for the effective application of psychological therapies in supporting
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bereaved single parents do not seem to be fiilly exploited. In my research, I aim to 
increase existing knowledge regarding therapeutic practice with this client group, through 
investigating how therapists understand the experience of bereaved single parents and 
their views on therapeutic practice with them. I hope that my research will shed some 
useful light on the experiences of bereaved single parents and will help identify effective 
ways of supporting bereaved single parents and their families. This study has been 
granted ethical approval by the Ethics Committee of the University of Surrey’s Faculty of 
Arts and Human Sciences and is being closely supervised by Dr Adrian Coyle, who has 
conducted and published research on bereavement in the past.
The study will require me to conduct interviews with clinical or counselling 
psychologists, psychotherapists and counsellors who have experience of working with 
bereaved parents and, preferably but not necessarily, some experience of working with 
bereaved single parents. Hence, I would be extremely grateful if your organisation would 
consider helping to recruit participants by passing on information about the study to 
eligible people who may wish to take part. Each participant will be interviewed 
individually at a place that is convenient to and suitable for them. Interviews will be 
audio-taped but all tapes will be destroyed after they have been transcribed. Participants’ 
emotional and psychological well being will be monitored during and after the interviews 
to ensure that no individual is adversely affected by taking part in the research. All 
information that is given during interviews will remain confidential. The participants will 
have the right to withdraw from the study at any time.
Please do contact me by email at m.xenaki@surrey.ac.uk or ring me on 01483 689176 
if you would like to know more about the study or arrange a meeting. If you feel that you 
already have enough information about the study and are able to help with recruiting 
participants, I would be most grateful if you could pass on the attached information 
sheets to anyone who is eligible to participate (that is, anyone who is a clinical or 
counselling psychologist, psychotherapist or counsellor with experience of working with 
bereaved parents and/ or single parents) or who might be able to inform others who are
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eligible to take part. Furthermore, any suggestions about possible alternative ways of 
recruiting potential participants for this research would be truly appreciated. If you would 
like to receive a copy of my research findings when the study is completed in September 
2008, do let me know.
Thank you very much for your time and consideration.
Yours faithfully 
Ms. Maria Xenaki
Counselling Psychologist in Training 
Supervised by:
Dr. Adrian Coyle, Senior Lecturer
Department of Psychology, Faculty of Arts and Human Sciences 
University of Surrey
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Appendix D: Interview schedule 
Introduction
- Introduce the researcher and remind the participants of the nature and the aims of the 
research project.
[This research is concerned with exploring how therapists understand the experience o f 
bereaved single parents and their views on therapeutic practice with this client group. A 
particular focus is to explore your personal views and perceptions rather than how much 
practical experience you’ve had o f working with bereaved single parents.]
- Explain that the interview will last for approximately between one and one and a half 
hours.
- Explain confidentiality procedures and emphasise participants’ right to withdraw from 
the interview at any point, without any pressure, in which case all data referring to them 
will be destroyed.
- Address any questions or concerns that participants may have.
[Before we begin, do you have any questions or concerns you would like to talk to me 
about? I f  you have any questions during the interview, please feel free to ask. ]
Demographic/professional information questionnaire and consent form
- Obtain signed consent to take part in the research and to audio record the interview.
- Ask participants to complete the demographic/professional information questionnaire
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[I would like to begin by asking you to complete this questionnaire. This is to give some 
information about you, like your age and your professional status. This will not be used 
to identify you in any way, but will help people who read my research to understand 
better the range o f people that took part in the study.]
- Begin recording
Motivation to participate and general assoeiations to the research topic
[I thought we could start by discussing your personal experience and interest in working 
with bereaved clients as well as what motivated you to participate in this study in order 
to help me get a better sense o f your associations with the research topic and put the rest 
o f what we would discuss in context.]
1. Perhaps you could tell me why it is that you consented to take part in this research?
[Well, I  am very happy that you did consent to participate and I  would like to thank you 
again for that.]
2. What is your experience of working with bereaved parents/ single parents/ bereaved 
single parents?
3. I wonder whether generally, off the top of your head, you could describe your 
associations with single parenthood, bereavement and counselling/ psychotherapy with 
the bereaved.
If further prompting is needed:
• What areas would you consider to be important to look at in relation to single 
parents’ bereavement experience and psychotherapeutic practice?
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Views on single parenthood
1. What is your understanding/ definition of single parenthood?
2. What do you see as some of the challenges/ struggles, if any, that a single parent 
may have to face?
3. What do you see as some of the strengths, if any, that single parent families may 
have?
[Look for relational aspects in participants ’ answers e.g. parental relationship with 
children]
If yes: In what way?
Views and perceptions of parental bereavement
[As you indicated on the questionnaire, you had experience o f working therapeutically 
with bereaved parents. Drawing upon your personal experience o f working 
therapeutically with this client group I  would like us to spend some time discussing your 
own views and perceptions on parental bereavement.]
1. Can you describe your experience of working with bereaved parents upon the 
death of their child?
2. Drawing upon your experience, what do you believe are the processes which are 
important for the bereaved parents to work through in therapy?
3. What challenges, if any, did you encounter in your work with bereaved parents?
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4. Were there any particular theories or concepts (psychological/ therapeutic/ 
philosophical) which you find helpful in working with this client group?
5. What other resources, if any, do you feel may be important for bereaved parents 
in helping them cope with their bereavement experience?
[Summarise main points mentioned so far in relation to parental bereavement]
- Introduction of first clinical vignette
[Before we move on, I  would like you to spend some time reading this clinical vignette 
that describes the bereavement experience o f a parent who was married at the time o f  
their child’s death]
6. I would like you to imagine that this person were to present to you as a client 
with issues around bereavement; on the basis of the vignette, would you make 
any formulation in mind?
7. What other avenues would you like to explore with them?
8. How would you conceptualise their bereavement experience?
[Lookfor their conceptualisation o f parental bereavement]
- Introduction of second clinical vignette 
[Repeat questions 6 to 8 in relation to this vignette]
9. Drawing upon this example, is there anything else you feel might be relevant that 
you would like to add before we move on?
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Views and perceptions regarding single parents’ bereavement experience
[I would like us know to move on exploring your views on the experience o f bereaved 
single parents. You indicated earlier that you have experience o f working with bereaved 
single parents.]
(If they have indicated they have experience working with bereaved single parents, focus 
on their personal experience. I f  not, ask them about their general views /  beliefs and 
introduce clinical vignettes early on)
1. Drawing upon your own experience of working with bereaved single parents, 
what do you think that are the commonalities, if any, between single parents’ 
bereavement experience with the bereavement processes and experiences of other 
related groups?
2. Reflecting upon your experience and your personal views and beliefs, would you 
say that the experience of losing a child when a single parent is a similar one to 
the bereavement experience of non-single parents or is it different in any way, 
positive or negative?
If different: In what way? What would you say differentiates this experience?
3. What is your understanding of how single parent status may impact upon 
psychological processes that may occur upon the loss of a child?
4. Do you feel that there may be any additional issues that may be specific to single
parents, above and beyond the grief reactions that they will share with other 
bereaved individuals or bereaved parents?
If yes, what are these issues?
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5. What do you believe are the processes which are important for the bereaved 
single parent to work through in therapy?
6. What challenges, if any, did you encounter, or you feel you may encounter, in 
working with bereaved single parents?
7. Were there any particular theories or concepts that you found helpful in your 
work with bereaved single parents?
8. In what ways, if any, might the single-parent status have an effect on the 
therapeutic process?
9. Are there things that you feel that those who try to offer help and support to 
bereaved single parents should know or take into consideration?
If yes, what are they?
- Introduction of third clinical vignette
[At this point, I  would like you to spend some time reading this clinical vignette that 
describes the bereavement experience o f a single parent.]
10. I would like you to imagine that this person were to present to you as a client 
with issues around bereavement; on the basis of the vignette, would you make 
any formulation in mind?
11. What other avenues would you like to explore with them?
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12. How would you conceptualise their bereavement experience? Were there be any 
differences or/and similarities in your conceptualisation of this client’s 
experience in comparison to the previous clinical vignette?
If yes: What would be the differences or similarities?
[Look for their conceptualisation o f single-parent’s bereavement experience]
- Introduction of fourth clinical vignette
[Repeat questions 10 to 12 in relation to this vignette]
13. Drawing upon this example, is there anything else you feel might be relevant that 
you would like to add before we move on?
Implications for therapeutic practice
1. Generally, what would you say are the major differences or similarities in working 
with bereaved single parents as compared to bereaved parents or other bereaved 
in general?
2. In your opinion, how may psychotherapy/ counselling may be helpful for 
bereaved single parents? Are there professional practices that may be especially 
helpful in therapy/counselling with this client group?
3. What other resources, if any, do you feel may be important for bereaved single 
parents in helping them cope with their bereavement experience?
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Closure
[I don’t have any more questions. However, is there anything else you would like to talk 
about? Anything that we haven’t covered that seems important?
Before we end, I  would like to spend some time reflecting on what it has been like for you 
to take part in this research]
1. How did it feel being the interviewee here?
2. Was there anything about the interview that you found helpful or unhelpful? In 
what way?
3. Is there anything else that you would like to say or ask me?
- Remind interview of confidentiality procedures
- Ask them whether they would like me to make a follow-up call.
[Thank you again for your help and your time. I f  you have any questions, or think o f  
anything else you would like to contribute, please do contact me at the e-mail address on 
this sheet]
- Turn off tape
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Appendix E: Clinical vignettes
Vignette 1
Below is a hypothetical referral letter. I  would like you to imagine that this letter has 
been sent to you by a GP with whom you work. Please read the letter slowly, taking time 
to imagine the woman concerned. As you read it, pay attention to how you feel and what 
you think about this woman.
Referral letter:
Dear [your name],
Re: Mrs Ann Parker, d.o.b.: 11/ 03/1963
I am referring this client to you as I feel she has issues around bereavement. She is a 45 
year old married woman who works part time. Three years ago her son. Bill, aged 6 
years, died. His death was sudden and unexpected; Bill had a fatal accident while 
playing. Bill had been living with Mrs Parker and her husband. Bill’s father. Mrs and Mr 
Parker have two more children, 12 and 15 years old.
Mrs Parker finds it difficult to cope with her feelings regarding Bill’s death and I believe 
she would benefit from further support at the moment.
I would be grateful if you could see Mrs Parker for an assessment, with a view to 
eventually seeing her for therapy.
Yours sincerely,
Dr. David Green
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Vignette 2
Below is a hypothetical referral letter. I  would like you to imagine that this letter has 
been sent to you by a GP with whom you work. Please read the letter slowly, taking time 
to imagine the woman concerned. As you read it, pay attention to how you feel and what 
you think about this woman.
Referral letter:
Dear [your name],
Re: Mrs Linda White, d.o.b.: 11/ 03/1960
I am referring this client to you as I feel she has issues around bereavement. She is a 48 
year old married woman who works part time. Six months ago her daughter, Jenny, aged 
16 years, died from cancer. Jenny had been living with Mrs White and her husband, 
Jenny’s father. Jenny was an only child.
Mrs White finds it difficult to cope with her feelings regarding Jenny’s death and I 
believe she would benefit from further support at the moment.
I would be grateful if you could see Mrs White for an assessment, with a view to 
eventually seeing her for therapy.
Yours sincerely.
Dr. David Green
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Vignette 3
Below is a hypothetical referral letter. I  would like you to imagine that this letter has 
been sent to you by a GP with whom you work. Please read the letter slowly, taking time 
to imagine the woman concerned. As you read it, pay attention to how you feel and what 
you think about this woman.
Referral letter:
Dear [your name],
Re: Ms Jane Smith, d.o.b.: 01/ 05/1963
I am referring this client to you as I feel she has issues around bereavement. She is a 45 
year old, single woman who works part time. Three years ago her son, Ben, aged 6, died. 
His death was sudden and unexpected; Ben had a fatal accident while playing. Ms Smith 
and Ben’s father were divorced and Ben had been living with his mother. Ms Smith has 
two other children, aged 14 and 12 years. She defines herself as a single parent and the 
sole care giver of her children.
Ms Smith finds it difficult to cope with her feelings regarding Ben’s death and I believe 
she would benefit from further support at the moment.
I would be grateful if you could see Ms Smith for an assessment, with a view to 
eventually seeing her for therapy.
Yours sincerely.
Dr. David Green
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Vignette 4
Below is a hypothetical referral letter. I  would like you to imagine that this letter has 
been sent to you by a GP with whom you work. Please read the letter slowly, taking time 
to imagine the woman concerned. As you read it, pay attention to how you feel and what 
you think about this woman.
Referral letter:
Dear [your name].
Re: Ms Kate Kimber, d.o.b.: 01/ 05/1960
I am referring this client to you as I feel she has issues around bereavement. She is a 48 
year old single woman who works part time. Six months ago her daughter, Lucy, aged 
16, died from cancer. Lucy was an only child. Lucy’s parents separated when she was 4 
and Lucy had been living with her mother.
Ms Kimber finds it difficult to cope with her feelings regarding Lucy’s death and I 
believe she would benefit from further support at the moment.
I would be grateful if you could see Ms Kimber for an assessment, with a view to 
eventually seeing her for therapy.
Yours sincerely.
Dr. David Green
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Appendix F: Consent form
I the undersigned voluntarily agree to take part in the study “Therapists’ views and 
experiences o f working with bereaved single parents: A qualitative analysis ” and I agree 
for the interview to be recorded. I have read and understood the Information Sheet 
provided. I have been given a full explanation by the investigator of the nature, purpose, 
location and likely duration of the study, and of what I will be expected to do. I have been 
given the opportunity to ask questions on all aspects of the study and have understood the 
advice and information given as a result.
I agree to comply with the instructions given to me during the study and to co-operate 
fully with the investigator. I shall inform her immediately if I feel distressed or suffer 
any deterioration of any kind in my well-being.
I understand that all documentation, including recordings, held about myself is in the 
strictest confidence and complies with the Data Protection Act (1998). I agree that I will 
not seek to restrict the use of the results of the study on the understanding that my 
confidentiality is preserved.
I understand that I am free to withdraw from the study at any time without needing to 
justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participate in 
this study.
Name of volunteer:..........................................................................................
(BLOCK CAPITALS)
Signed:
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Date:
As the researcher, I formally undertake to conduct this interview in a sensitive manner 
and to ensure the confidentiality of the individual interviewed.
Name of researcher:......................................................................... ...............
(BLOCK CAPITALS)
Signed:............................................................................................................
Date:
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Appendix G; Demographic and background information questionnaire
Thank you for your participation in this study. It would be very useful i f  you would read 
and complete this information sheet about yourself. The information that you will give 
will never be used to identify you in any way. All information are confidential. However, 
i f  you don Y want to answer some o f the questions please do not feel pressurised to do so.
Personal details
1. Gender: (please circle)
Male Female
2. Age:
3. How would you describe your ethnic origins? Please tick the appropriate category to 
indicate your ethnic background.
White
White-British [ ]
White-Irish [ ]
Any other white background, please write below
Black or Black-Britisb
Black-African [ ]
Black-Caribbean [ ]
Any other black background, please write below
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Asian or Asian-British
Indian [ ]
Pakistani [ ]
Bangladeshi [ ]
Any other Asian background, please write below
Chinese or other ethnic group
Chinese [ ]
Any other, please write below [ ]
Professional Details
1. Please indicate your professional title:
2. Which professional registration bodies are you affiliated with? (e.g. BPS, UKCP)
3. Are you currently employed in therapeutic practice? (Please circle) 
YES NO
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4. How long have you been in therapeutic practice?
5. What is your employment setting? (e.g. Charity organisation/ Private practice, 
NHS department)
6. How would you describe your theoretical orientation? (e.g.CBT, psychodynamic, 
integrative etc.)
5. Have you had any experience of working therapeutically with bereaved parents? 
(Please circle)
YES NO
If yes, approximately how many bereaved parents have you worked with?
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6. Have you had any experience of working therapeutically with single parents? 
(Please circle)
YES NO
If yes, approximately how many single parents have you worked with?
7. Have you had any experience of working with bereaved single parents?
(Please circle)
YES NO
If yes, approximately how many bereaved single parents have you worked with?
Thank you for completing this questionnaire.
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Appendix H: Example of an interview transcript
Participant Helen
All identifying information has been changed or withheld and pseudonyms have 
been used to ensure confidentiality
Interviewer: As I said to you on the phone, this interview is concerned with exploring 
how psychotherapeutic practitioners understand the experience of bereaved single parents 
and their views on therapeutic practice with this client group. A particular focus is to 
explore your personal views and perceptions as a practitioner about working with 
bereaved single parents after the loss of their child, drawing upon your experiences, rather 
than how much practical experience you have had. The interview is going to last between 
60 and 90 minutes.
Helen: Hmm. Ok.
H: To begin, I thought we could perhaps start by discussing your personal experience and 
interest in working with bereaved clients in order to help me get a better sense of your 
associations with the research topic and put the rest of what we would discuss in context.
H: Ok. Twenty-five years ago I qualified as a social worker and throughout my social 
work career I have always worked within the field of disability and health, predominantly 
with children. I was working at the [name] hospital on children’s cancer wards as a social 
worker for [name] which is a charity working with childhood cancer supporting families. 
While I was there I did my diploma in counselling because I was working with a lot of 
families whose children later were to die from cancer. So then, having done my diploma, 
emm, the job here became advertised and it was a new post. So I have now been at 
[name] for four years working with families both pre and post bereavement and the main 
part of my role is counselling. I do a lot of group work and I do a lot of training, but the 
core of my role is counselling predominately with bereaved families so that might be a 
parent, a grandparent or sibling.
I: That’s very interesting. Can I also ask you what generated your interest in taking part in 
this study?
H: Because when you go to look for information there is very little around.
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I: Hmm, yes.
H: So I was sort of interested in what you are doing and I would be interested as I said 
earlier to read the results.
I: Yeah, of course. I am very happy that you did consent to participate and I would like to 
thank you again for that. As the particular interest of this research is in single parents’ 
bereavement experience I want to start by asking about your definition of single 
parenthood. What comes to mind when you think of a single parent?
H: A single parent for me would be a lone parent; a parent who is raising the children 
predominately on his or her own. Whether the other parent might or might not be in the 
child’s life, predominately the care responsibility for those children falls on the shoulders 
of that one person.
I: And thinking a bit about single parent families, emm, in general not necessarily in 
relation to their bereavement experience, I wonder if you would say that there may be any 
strengths or challenges that you see those families having, if any.
H: When I look at the single parent families that currently use [name of organisation], 
emm, I mean one of the things that always strikes me is their resilience and the fact that 
they are having to cope on their own with the challenges of having a child with a 
profound disability or a life threatening disease and although they might get support from 
other agencies predominately most of it falls upon their shoulders. The other facet for me 
and something that is particularly interesting to me is, emm, how the grandparents would 
often step in to support those families. So, the grandparents’ role becomes even more 
significant. And I think it does when there is a disabled grandchild anyway, but I think 
when the disabled grandchild has a parent, or it might be for example a child with a 
diagnosis such as cancer so life threatening diagnosis, emm, grandparents do tend to get 
more involved anyway but when it’s a single parent, if the grandparents are around and if 
they are able to help, then their role is more key as well.
I: Hmm. Like a support network in a way?
H: Yeah.
I: So you mentioned resilience as a strength and perhaps the fact that other members of 
the family may step in to support a single parent. Are there any challenges perhaps, if 
any, that come to mind?
H: I think it’s probably the relentlessness; when I look, because my experience in here is 
obviously single parents who have children with a life threatening disease or disability, is 
the relentlessness of care that they need to undertake, emm, and not having somebody to 
share that with in terms of how hard it is. There might be support systems around them 
but that’s very different from having a partner who is there going through it with you sort
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of side by side, as we see other families. Emm, and sometimes that can feel quite an 
isolated position for people to be in. Because they are dealing with it on their own and if 
they’ve got a child that is waking in the night and they haven’t got night care, as most of 
our families haven’t, is them that’s getting up all the time. So sleep deprivation can be a 
key thing because you’ve not got your partner to share that with. The sort of the physical 
tasks can be quite relentless, I think. Emm, it can feel quite isolating, quite a lonely place 
to be.
I: Yeah, hmm. Well, we will talk in more detail about the specific experience of bereaved 
single parents as we go on. However, I wonder whether generally, off the top of your 
head, you could describe what areas would you consider important to look at today in 
relation to single parents’ bereavement experience and psychotherapeutic practice.
H: For bereaved single parents...
I: Single parents, yeah.
H: Again I think it’s about where they get their support from and is the support helpful. 
Because often you can see a single person surrounded by help provided perhaps by 
fi-iends and family, but that person in the middle of it isn’t finding it particularly helpful. 
Emm, so it’s the sort of help that is unhelpful. Emm, and people not being able, not 
feeling able to extricate themselves from that I think is a key thing.
I: Hmm.
H: On the other side it’s the isolation and the loneliness. I have worked with people where 
there have been acrimonious splits prior to the child dying and after the child’s died that 
sort of compounds the acrimony and fuses the acrimony. So I’ve worked with people who 
not only had been grieving, but were dealing with conflict with their ex-partner. Emm, 
and how that sort of spreads out into the extended family, so the extended family gets 
involved in that conflict so that the whole thing sort of falls apart in terms of support. I 
think that can be particularly difficult.
I: Hmm, yeah.
H: Another issue around that would be when there are other siblings. So for example a 
child has died, the single parent has got the care of the siblings and then there is the other 
parent, the absent parent to better phrase it, and there might be conflict about how to 
support the other children, that can be an issue.
I: Hmm.
H: So there are quite a few specific issues just for single parents.
I: Your views are very interesting and helpful for the purpose of this research and we will 
discuss them in detail as we go on. Thinking a bit about parental bereavement in general.
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as you indicated on the questionnaire you completed, you have extensive experience of 
working therapeutically with bereaved parents. Drawing upon your personal experience 
of working with this client group I would like us to spend some time discussing your own 
views and perceptions on parental bereavement.
H: Ok, yeah.
I: Drawing upon your experience, what do you believe are the processes that are 
important for the bereaved parents to address in counselling?
H: Well, the most profound thing is the loss of the child. The absence of that child and 
having to actually live along side that, emm, that’s the most fundamental issue for 
parents. It’s “how do I incorporate this enormous loss into my life?” and trying to make 
sense of it all and refocus and adjust to this. “How do I help everybody else in my family 
if I’ve got children, if I’ve got a partner, if I’ve got parents? How do I support them at a 
time when I need support myself?” I think is absolutely huge; emm, sometimes parents 
who have other children would want to know how to support their children, that can be 
quite a big issue. Parents will come; parents will want to tell their story. That’s very key 
to talk about exactly what has happened to them and will focus initially on the death, the 
dying, what lead up to that, the diagnosis, time of diagnosis and begin to look at all the 
many losses that the loss of a child brings forth. Emm, and for some that can be the loss 
of a future. And often people will say “when my parents died is the lost of my past, when 
my child dies is the loss of my future”; and how that never leaves them. So, we will have 
families where a child has died at five who will think of when is the anniversary of the 
child’s birthday. At eighteen will think “my child should be doing A-levels, I should be 
visiting universities with them”. Or if a baby has died when the child would’ve reached 
five they would be saying “I should be buying school uniform for my child to start 
school”. Emm, and it can be particularly painful for those parents who see other children 
within their network of that age. So there are those constant reminders of the “what could 
have beens”. And as I said, people where there has been an illness like a childhood cancer 
will often be very angry about when it was diagnosed, how it was diagnosed, the 
treatment, could more have been done. So revisiting that can be quite, quite key. Emm, 
returning to work; how do they return to work, everything seems very pointless at that 
point. Emm, people re-evaluate their lives; people would talk about feeling a lot less 
tolerant than they did because this dreadful, terrible thing has happened to them, so other 
things become quite meaningless. Emm, other people report a greater sensitivity to issues 
so they would be moved far more by things they see on a television or witness, emm, 
they’d have more empathy with, for example if they see another bereaved parent on the 
news, will feel quite touched by that; emm, so a whole myriads of things. A key thing I 
also find is how relationships and dynamics in families change for a bereaved parent. So 
friendships might change, relationships might change; relationships with their own 
parents might change, the loss of the child might, emm, recover thoughts and feelings 
about previous losses. And often people would say “I don’t feel I grieved sufficiently for 
my father and I find myself now my son’s died thinking a lot about when my father died”. 
Emm, so sometimes the loss of two generations, so where do we fit, you know, “how do I
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adjust this, what is my role now” could be a key thing. For, emm, parents where there is 
only one child and the child dies “am I a parent anymore? What’s my role now?” is the 
key thing; and for single parents where one child has died is “what is my role? I haven’t 
got a role as a husband or a wife or partner, I haven’t got a role now as a mother or as a 
father. What is my role? Who have I got in my life?”
I: Hmm, yeah. Thinking about your, emm, your work supporting bereaved parents what 
would you say that were the challenges you encountered in your work with bereaved 
parents? If there were any challenges of course.
H: Emm, I have to think of me; I mean for me, in terms of my own support, because the 
work can be very challenging at times but enormously rewarding at the same time, the 
importance of good support for me. I mean I have an excellent supervisor, who is an 
external supervisor, so my supervision is key and my peer support here with my 
colleagues is key and I think you need to have that when you’re working with the 
challenges of bereaved parents; Emm, so that, that’s important. Emm, I often have people 
referred who will come reluctantly, they want to find out what is this counselling. Emm, 
so that can be quite interesting and I will always say to people... people often say “I am 
very worried about my son, I think he should come and see you” and I am always saying 
“Well, I think he needs to arrive at that point himself’.
I: Hmm.. .that can be quite common I would think.
H: Yeah. So often is perhaps working with the person who is concerned about the other 
person. Emm, so...and the challenge of time really which is common probably for 
everybody because, emm, we have a lot of families here who need support at varying, 
varying times.
I: Hmm. true...Were there any particular theories or concept that you find helpful in 
working with bereaved parents?
H: Yes. I mean I draw a lot of... if I look, if I take bereavement theories first, there are a 
lot of the models of grief that I would look at. Particularly the continuing bonds which is 
Klass, Silverman and Nickman, probably you are aware of that one, I think that’s 
particularly key. Attachment theory, Bowlby’s attachment theory, which is really all sort 
of grounding, emm, then you’ve got continuing bonds. Emm, the work of William 
Warden, the work of K.M. Parkes, emm, Robert Neimeyer narrative theory, David W. 
Kissane and the family focus grief therapy is very, emm, interesting when you are 
looking at the death of a child. Emm, I suppose so many, Martin Doka’s work on 
instrumental and intuitive grief, emm... I mean it all comes into play really and I am a 
person centred counsellor but I tend to work in an integrative way and I recently did a 
CBT course which is very, very different. So sometimes I would draw, so I think I am 
quite eclectic, based on who I am working with really, to my approach rather than being 
very pure really.
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I: Hmm. Yeah, I guess you have to use what is available to cater better for the clients’ 
needs, yeah.
H: Absolutely. And we have lots of different people from all walks of live here or, emm, 
different cultures, different ethnic backgrounds, different classes, different areas. We 
cover, although we are in [name of place] we cover the whole [name of area] so we have 
a good mix of diversity.
I: Hmm. Very interesting. I didn’t know you cover such a long area.
H: Hmm.
I: At this point, before we move on, I would like you to spend some time reading this 
hypothetical referral letter that describes the bereavement experience of a parent who was 
married at the time of their child’s death.
(Vignette 1)
H: Alright, ok.
I: I would like you to imagine that this person were to present to you as a client needing 
support with issues around their bereavement; on the basis of the limited information you 
have from the vignette, would there be any formulation that you would hold in mind? 
What would be the issues that you would like to explore with them?
H: Right. So, sort of hypothesis then around that.
I: Hmm.
H: Emm, I mean the first thing that jumps out is that his death was sudden and 
unexpected so this wasn’t, emm, a bereavement that was anticipated, emm, so that’s, 
that’s going to be an issue for her. Emm, also she’s got two children which she has to 
support of 12 and 15; emm, it’s the youngest son that has died. She is an older woman so 
this is probably being her decision, that she’s had her family now. And she is possibly 
going back to work, here it says she works part-time so suddenly all that is going to be... 
all that, you know, M. Parkes says about the assumptive world, doesn’t he? So all her 
assumptions are just going to be thrown out of the window now by what has happened. 
There has been no preparation, although I would argue even with preparation that still 
comes as a shock.
I: Hmm, yeah.
H: Emm, it says is difficult to cope with her feelings regarding Bill’s death. So I’d like to 
know more about what is making it difficult for her. What’s her relationship like with her 
husband, how, how is his grief manifesting itself; emm, they might be grieving very
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differently. Emm, and she’s got two children to support and they are old enough 
that...they are old enough that they will have a lot of insight into grief and be aware of 
what they are feeling, so...and teenagers, adolescence can be quite difficult, challenging 
time anyway.
I: True...
H: So, emm, I think that’s it.
I: Thank you. I’ll give you another vignette now and I would ask you if you could please 
read this one too.
(Vignette 2)
I: What would be your conceptualisation about this client? Would you make any 
formulation in mind?
H: Ok. Well, she’s got one child so that jumps out of the page. So, as I said earlier, this is, 
emm, her only child who has died so there is going to be the issue of role and “am I still a 
parent?” Emm, again she is an older lady gone back to work, teenage daughter. Emm, 
again if we look at her assumptive world, she would’ve been at that time where she would 
have been thinking about her daughter getting older, becoming more independent, has 
been a couple of years going off to college or university or living her to work. Emm, it 
was a diagnosis of cancer so they have clearly lived for some months with the diagnosis 
and the treatments, there is going to be issues around that possibly. Possibly, was the 
diagnosis made early enough? Was the treatment sufficient? They could have done more? 
There might be anger, if there has been a long period leading up to that where the 
daughter had been ill and they’ve been going backwards and forward to doctors with late 
diagnosis. Emm, again we are not sure about the relationship between her and her 
husband how supportive they are of each other, are they grieving differently? Emm, how 
is she managing, who are her support networks. Emm, so though there has been this sense 
of this child is ill, it’s not sudden, there still might have been a sock. She might have been 
in remission. We don’t know, we need to know more about her, her cancer journey. 
Emm, were the last few months and weeks of her life the palliative phase or had she made 
a good recovery but then had a very, emm, sudden, emm, fall back to cancer?
I: Hmm.
H: So, yea.... They are quite different cases in a way, but some issues are the same.
I: Thank you very much. Before we move on, if I summarise the issues you brought up, 
and please add to that if I forget something. You talked about the experience of bereaved 
parents and you mentioned issues around the other levels of loss that this death may bring 
up. Emm, you talked about a crisis regarding the roles of the parent after the death of a 
child...
308
H: Hmm
I: ...and the family dynamics as well. You talked a lot about the support of the remaining 
children and how this might affect the parents’ bereavement process....
H: Hmm, yeah.
I:....and also the relationship between the couple and how they may be grieving in a 
different way. You also mentioned feelings of shock, perhaps anger around the diagnosis 
and the death of the child that feels quite an unnatural death anyway. Also you talked 
about the sense of the parent in terms of losing their future as well, their aspiration about 
the future....
H: Yes.
I: ....and you mentioned also the relationship between their future and their past if there 
has also been a loss of a parent. Is that right? Is there anything else you feel might be 
relevant that you would like to add before we move on?
H: No, that’s sound as a good summary.
I: Ok. Now I would like us to move on to exploring more specifically your views on the 
bereavement experience of single parents upon the loss of a child. You indicated earlier 
that you have experience of working with bereaved single parents. Drawing upon your 
own experience, what would you say that are the commonalities, if any, between single 
parents’ bereavement experience and the bereavement processes and experiences of other 
related groups?
H: Right. So what the shared experience is. Emm, well the key one is the loss of the child 
and the losses that that then produce, so...and the loss of the future; emm, how do I 
incorporate this loss into my life? How do I make sense of all this? How do I now find a 
new meaning in my life? That would be similar, I feel. The issues of anger might be 
similar, emm, issues of relationship might be similar because it might not necessarily be 
difficulties with your partner, it might be difficulties with your own parent or another 
child or your own sibling that might become an issue. I can think of one woman who all 
her anger went to her sister, emm, and the lack of support she felt that her sister had 
provided during her child’s illness and her lack of her sister’s understanding as to the 
profound grief that she has been experiencing; and her sister almost feeling that you 
know, it’s six months now you should be over it, you should be moving on. I think 
moving on is a very emotive phrase that bereaved parents hear a lot and find particularly 
unhelpful.
I: Hmm.
H: Emm, so I think there is a lot of common experience. Emm, learning to live alongside 
the grief, that acknowledgement that the grief never really goes away and their life will
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grow around the grief rather than you move away from it. I think also in terms of, if you 
look at continuing bonds, is that parents need to be re-assured that they can still have a 
connection with their child and that’s the same whether you have a partner or you are on 
your own; the need to still feel connected with the child. People often say “I don’t want to 
let go of my grief, my grief is now part of my life and that’s my connection with my 
child”; and I think that stands the same for all parents. Emm, alongside that often people 
will...there will be a fear of forgetting their child; “I am scared I am going to lose my 
memories. I am scared that I am going to forget my child.” So that need to share 
memories and talk about past experiences would stand true for all parents.
I: Hmm; reflecting upon your experience and personal views, do you feel that there may 
be any additional issues that may be specific to single parents, above and beyond the 
shared grief reactions, or qualitatively different perhaps, that may affect their grieving 
process?
H: I think, if I think about where there has been a single parent with an only child and that 
has been a very close relationship and I can think of parents where that child has been the 
sole focus of their life. And if you think of a child with disability and the needs that that 
child has, or a child who has, emm, been treated for cancer for example, emm, your role 
as a care giver is so much more because you are doing physical tasks for longer probably. 
Or in the case of the 16 year old girl, returning to do those care-take tasks you did when 
the child was younger... you know what I mean?
I: Hmm, yeah.
H: So a single parent with an only child, where that child has been the real sole 
predominant focus of their life, to lose that is so profound that ...we all have different 
roles in life and the more roles that we have the more multi-facet our life is. Some people 
who have less roles or one role is very predominant, when you lose that role then that is 
so profound; and I am not saying it’s any latter for other persons, but it’s different.
I: Yeah, definitely. Hmm.
H: So you know, if you look at that...emm, or for the single parent who has other 
children, emm, you are not only coping with your own grief, you are having to support 
your children and who is there perhaps to help with that? So you are dealing often....I can 
think of one parent who almost wanted to manage the children’s grief and sort them out, 
to use her phrase, before she looked at her own grief. That’s how she felt she had to do it 
because there was no one else to support her in looking after the siblings. Emm, so she 
almost wanted her grief to take a back seat while she managed her young children’s grief.
I: I guess that, as you said, under the circumstances she had to prioritise their needs and I 
wonder where this left her with her own grief.
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H: Yeah, absolutely. And as I said earlier, if there is a conflict from a split, a previous 
split relationship and there is unresolved conflict then that single bereaved parent may be 
dealing with that unresolved conflict with their ex-partner. Emm, and I can think of one 
couple where the absent parent had a lot of guilt around not being there when the child 
had been diagnosed and so almost went overboard during that sort of palliative phase. So 
that left that bereaved person quite, that single person with quite a lot of anger because it 
was her thinking you know, “you were not there, now you are coming in trying to be this 
marvellous, wonderful parent”. So, and it was where that left her after the child died; and 
almost sort of “how dare that person grieve; that person has no right to grieve, as much as 
I have”. Emm, so most like a grief contest between the two, so having to sort of deal with 
those feelings of anger on top of their own grief.
I: Hmm. I guess it can complicate perhaps their grieving process.
H: Yeah, yeah. ‘Cause sometimes -and I can think of one person who was quite stuck at 
that- is quite difficult to sort of move away from that sense of anger towards the ex­
partner and I think the death had compounded that and made those feelings much worse.
I: Hmm. I can imagine...so would you say that the status of being a single parent may 
impact on the psychological processes that may occur upon the loss of a child?
H: I mean everybody’s grief is different, isn’t? Emm, but I think with where there has 
been like a conflict and lack of support I would see that as being a hamper definitely, 
yeah.
I: Hmm. I wonder if you think that perhaps some of the issues you mentioned earlier as 
important for a bereaved single parent to address in therapy or the processes they have to 
go through during their grief, such as their role in life and feelings like guilt and anger, 
might be quite similar for single parents too.
H: Hmm, yes, definitely.
I: I wonder if there are any other issues or processed that you feel might be particularly 
significant for this client group, the bereaved single parents.
H: Emm, there will also be financial concerns. You know, if you look at the sort of 
practical elements, if a single parent is taking time off work, emm, perhaps they’ve been 
caring for the child and had to take time off work to care for the child, emm, there is that 
whole issue of money. You know, I am grieving, I am on my own, but I still have to pay 
bills. I’ve still got to pay the rent or the mortgage or whatever. Emm, so that can be a 
huge factor. And often you might see people returning to work a lot quicker than they 
would have done because there isn’t that second income, there is not another cushion. So 
that, there is sort of the practical considerations. Emm, there is all that issue about who is 
there to get up for in the morning. If they’ve lost a child and they haven’t, it’s an only 
child and they haven’t got someone else in their life, emm, you know, “who else am I
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looking after? Have I got a reason to get up in the morning and get dressed?” Emm, often 
there might be issues around, I am thinking of one lady, emm, who found it quite difficult 
in terms of where did she access support. So she became quite reliant on alcohol, it 
became her coping strategy. Because at the end of the day it was just her on her own, 
there was no one to talk to so it was easier to drink a bottle of wine. Emm, but I am not 
saying that’s prevalent for all single parents, I am talking about that one particular person, 
emm, because there was no one to share with. I run a bereaved parents group here. It runs 
as a close group and it runs for 7 weeks and one year we had, emm, a [ethnicity] lady who 
was a single parent and it was quite interesting because all the other people came as 
couples except this lady. And I would say lots of the issues were very similar for them, 
they had a lot of shared experiences actually talked about. But I suppose the key thing for 
her was, emm, financial things, having to go back to work, going back to work a lot 
earlier than she had to, then being back to work returning to the empty house. It was her 
son who had died, her teenage son had died, she had an older son but he didn’t live in the 
same house as her, so although it wasn’t her only child that died, her son was an adult son 
and quite independent and their relationship was not particularly close anyway. Emm, so 
for her it was that loneliness, that just pure sense of loneliness...and there were people in 
her life and she had support, but it was that bit at the end of the day when you close that 
door and you are on your own. She had support, and you might have been surrounded by 
people during the day, she might have been at work, she had a faith, she went to church; 
and that has helped her, but she still didn’t have that partner to sit down and share and be 
with and, and for her it was a lot of having a lot of support, but it is as if you have to put a 
mask on and not having that partner that you can take the mask off free. So, isolation I 
think probably was a key thing for her. And although she got a lot out of the group and 
when she did her evaluation form it was all positive, she did actually comment on being 
the only single person in the group. I think we had six couples and this one lady. And 
sometimes the couples didn’t necessarily come together because one couldn’t come, but 
they were still in relationships so she was the only single parent that came to that group.
I: Hmm, it’s very interesting. It makes you wonder about how she might have felt being 
the only single parent in the group. It’s very interesting, hmm. This example actually 
gives a vivid description of what you mentioned earlier that there are similarities and 
shared themes that perhaps come out in a group, but at the same time it showed off the 
difference at least from this woman’s perspective.
H: Yeah, definitely.
I: Thinking about your work counselling bereaved single parents, what challenges, if any, 
you have faced, or you feel you may encounter, in your work?
H: Emm, I suppose if I go back to think of one mother that I worked with where there 
was conflict with the partner, there had been a very acrimonious split prior to the child 
dying, emm, then a lot of the session focused on relationship. Emm, bereavement wasn’t, 
bereavement was around and incorporated and tightening all of that, but if you sort of 
want to separate it out it was about relationship with ex-husband, that was the 
predominant theme if you like throughout our sessions.
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I: Hmm.
H: And having to now cope, she was coping on her own, her little boy had died from 
cancer, he was only 3 and there was an older sister who was about 6. Emm, and the 
manipulation that she felt that there was going on with her ex-partner and the little girl 
now so that they were giving conflicting information, because the little girl was 6 she was 
asking things like “is there a heaven, where is my brother now, what happens to a body 
when you die, emm, are you going to die, am I going to die?”. There was anxiety when 
she was left at school, you know “am I going to see mum again, is going to pick me up?” 
And the mother had been quite open and honest in how she was communicating things to 
this child and was answering the questions, whereas the ex-partner was giving totally 
different information. So we had this very confused child and the mother who was 
grieving trying to support her child while angry towards her partner as to how he was 
impacting on both of their grief.
I: Hmm. A lot around relationships...
H: Hmm, a lot around relationship dynamics, yeah.
I: Are there any particular theories or concepts that you found helpful in your work with 
bereaved single parents?
H: Not specifically, no. I can’t think of any specific theory that I would think “oh it’s a 
single parent” and be mindful of that. The same theories I mentioned earlier 
really...Hmm, that’s an interesting question actually. Emm, I suppose if we look at, if I 
look at attachment theory, emm, then that would be quite key, the early attachments you 
know, when it’s the child that’s, that’s the small young child that has died, emm, but I 
think I, that’s always there for me whether the parent is part of a two or on their own.
I: Hmm, yeah. Thinking about your work, you mentioned earlier for example the 
importance of supervision in terms of self-care. In the case of working with bereaved 
single parents are there any particular challenges that you think you may have to face as a 
supporter, in terms of counselling a bereaved single parent?
H: I guess I am always mindful with people who have very little external support except 
myself; there is always that danger, isn’t it there, of overdependence on the therapist. So, 
I am always very clear with boundaries anyway, emm, and part of my work would be 
exploring what other support people have, emm, have out there for them and when we are 
working towards an ending that would be part of that. Emm, and that can be more 
challenging if you are working with a person who feels very isolated. So I think there is 
that, is key to have that sense of boundary. Emm, when I work with somebody we will set 
dates for sessions and then we will review and in the review we will be looking at the sort 
of ‘where next’? So it’s sort of, I don’t work six sessions and that’s it like some 
counsellors do, emm, but I don’t work in an open-ended way either. I would always set 
sessions and we’d review and then we’d see how we go forward from there. So people are
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always very clear that there will be an end, you know, this isn’t for ever. And in [name of 
setting] we would undertake to support families for 2 years post child’s death. Sometimes 
we extend that, you know, that is a bit elastic but in the main it’s, it’s two years for 
families. Emm, so with a single parent who is very isolated that could be potentially a 
challenge.
I: Hmm.
H: Yeah, and we wouldn’t necessarily counsel for 2 years, some people want a few 
sessions and some go on for longer, it varies.
I: Hmm....and I guess particularly in the cases of long-term counselling this sense of 
dependency may be there if there were not clear boundaries.
H: I mean I can think now that I am sitting and talking with you, I can think of a bereaved 
father that I worked with, emm, who he and his partner had separated and then the child, 
their little girl was diagnosed with cancer, but he was the main carer. So, it was slightly 
different to a lot of the families that we are seeing here. So I saw him after his daughter 
death and then later on he entered a new relationship with another woman, emm, and he 
had a lot of guilt about that. And I just thought about you saying a difference, so I 
suppose that for him was that guilt about “how dare I have a new life and feel happy?” 
You know, “I shouldn’t be feeling that because my daughter had died”. So that was an 
issue for him; and they went later on having a child, they got married and had a child and 
again that was a difficult point for him and he actually came back to see me... I’ve been 
seeing him and after the child was bom, he almost needed one session just to 
acknowledge how he was feeling and had the guilt that now had a new wife and a new 
child and that need to sort of confirm, yes there were still tight, that his daughter who’d 
died was still part of his life. You know, that he could still incorporate his child who died 
into his new life but he almost needed that sort of... so that, that’s a difference.
I: Hmm, yeah. And you talked about a father as well, because most of the times when you 
were talking about single parents it’s mainly the mother who is the main care giver. And I 
wonder if perhaps you think, thinking about a bereaved single father, would you say that 
there might be any other issues that may be specific to their experience?
H: I mean, that was a father who was unique in as much as that he was very well able to 
express his feelings and talk about the thoughts that he was having. Emm, but there are 
single fathers you know, we do have some families who are single fathers, who would be 
perhaps unable or unwilling to talk about how they are feeling. Emm, so it’s how does the 
grief manifest itself, how do they cope with their grief and that might well be very 
differently. That might be about getting back to work, distractions, sports; I can think of 
one father, he wasn’t a single father but, who played a lot of tennis after his son died. 
Emm, so a single bereaved father who does not want to engage in counselling would be 
very different from the father that I saw who was able to engage in counselling and 
express how he was feeling.
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I: Hmm, definitely. And I wonder about the sense of isolation you mentioned earlier of 
bereaved single parents, I wonder what that would be like for a bereaved single father 
who wouldn’t be able to express his feelings.
H: Hmm, yeah, true. It is very interesting.
I: You mentioned earlier that an issue that you would look out for would be the support 
networks that are available for the bereaved single parent outside the therapeutic dyad and 
I wonder what sources of support you think is important to be available for a bereaved 
single parent.
H: I think for anybody who is a bereaved through any experience there is real benefit in 
sharing that with someone who has been through a similar experience. And if we had 
more resources here to run a bereaved parent group for single parents that would be 
fantastic. Because I think just, I see it time and time again in the bereaved parents’ group 
that I run, it is just people connecting and people nodding and saying “yeah, yeah. I 
know, I understand”. Emm, so for people to be put in touch with people...and 
everybody’s experience is unique, you are never going to get the complete match, but you 
see people in the group almost talking, they do have that sense, they can be alongside 
somebody and begin to understand. They don’t know truly, nobody knows truly how each 
other feels in that group, but they have that greater insight because they’ve had that 
similar experience... being able to share that I think is invaluable. And I think if I look 
back to the group that we run where we had all couples and one single parent, if there had 
been another single parent in that group that would have helped her even more. As I said, 
she was positive about the group, but I think that would have been for real benefit to just 
reduce that sense of isolation. Often parents would say “it’s just so good to know that I 
am not the only one going through this and when that person spoke and said those things 
and they have experienced what I have experienced what I have experienced or felt 
feelings that I have felt that really helped me”. So I think there is a lot of power and 
support in being with people with a shared experience. So that would be a key support I 
think.
I: Hmm. Thank you. At this point I would like you to spend some time reading this 
hypothetical referral letter that describes the bereavement experience of a single parent.
(Vignette 3)
H: It is similar to the first one, isn’t it? But this one is a single mother.
I: Yes, as you pointed out, they are quite similar. I would like you to imagine that this 
person was to present to you as a client with issues around bereavement; on the basis of 
this vignette would you make any formulation in mind?
H: I mean that sentence jumps out for me “she defines herself as a single parent and the 
sole care-giver of her children” which, you know, you begin to sort of hypothesise, don’t 
you? I think, well how, emm, how much has Ben’s father been involved in these
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children’s lives? How supportive is he? What sort of has gone on there? I think again I 
would be, emm, looking at, emm, are there issues again around that relationship? Emm, 
she may have a lot of guilt; he had a fatal accident while playing so she might feel very 
guilty about it. She is the only care giver; she wasn’t with him at the time possibly that it 
happened, emm, so she might blame herself for what happened. Ben’s father might be 
blaming her for what happened, so even if things have been very amicable that 
relationship might, might change. Emm, I would want to know who else is in her life, 
who is the person that she does talk to. Again, who is helping her look after these two 
older children, what support is she getting in helping them cope with their grief, is it 
consistent? Are they being given same messages? Emm, how is she managing? Is she 
shutting herself away from the two other children? Is she becoming over-involved with 
the two other children? Emm, emm that would probably be enough. Issues around her 
job; you know, she is working part-time. Again financial issues might be very real for 
her. Emm, there may be some practical issues there as well.
I: You mentioned practical issues. You talked about the financial issues that she may have 
to face, depending on the family’s financial circumstances of course. But for those single 
parents who have financial concerns, would you say that this kind of practical difficulties 
can affect the therapeutic work in any way?
H: Having the practical issues focusing on. Yes, it can do, if that’s their focus, if that is 
what they bring in to the session and, emm, they are concerned about; and that might be 
about exploring with them where they can take that outside of the session to look at 
because you are not going to be getting to an advice thing, because that’s not what 
counselling is about. You might be explaining to them where they can go outside of that 
session to sort of try and bring them back to the therapeutic content, emm, but that could 
be a real issue. I mean also on a practical level, emm, if her children had been younger, 
just actually getting to counselling might be difficult. Because who is going to look after 
the other children? So attending individual counselling, attending of a bereaved parents’ 
group could be very difficult. Emm, she might not drive, so she might no longer be able 
to afford her car, the car that she had might be a car that was, emm, obtained through low 
ability which had to go back when the child died. Not Ben that had a fatal accident, but if 
it was a child with cancer that might be a scenario. So the practical issues might be more 
heightened for a single parent because there is no one to share that burden with.
I: Hmm, possibly.
H: So they may be bringing that mind to counselling session perhaps more than 
somebody who’s got a partner.
I: Hmm, yes that may be a possibility. At this point I would like us to look at the last 
clinical vignette.
(Vignette 4)
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H: Alright. So she’s been on her own with this girl, hasn’t she, for 12 years. So, it was a 
bit like I was saying earlier, Lucy may have become her whole focus...emm, it says she 
works part-time, but while she had cancer she may had to give up work so Lucy has 
become her sole focus for, emm, well, through all those 12 years maybe, but certainly for 
the time she had cancer. Emm, so the profound loss of, emm, her role as mother.. .you’re 
no longer, emm, a wife or partner, emm, a lot of losses of roles in there... you know this 
lady is now going to be completely on her own so again who is around to support her? 
Emm, there might be some guilt again about, emm, when was the diagnosis, was it a late 
diagnosis? Did I spot this, I am the only parent, it is up to me to spot my child being ill. 
Emm, we don’t know anything about father, did he have any contact with Lucy we don’t 
know, do we? They might not have seen each other for 12 years. Emm, so and then there 
might be some blame, blame on the self. Emm, potentially this lady could be very, very 
isolated; because she is, she is, she hasn’t got any other children, she hasn’t got a partner, 
so there would be concerns about how she is coping.
I: Thank you. So reaching the end of the interview, I would like to sort of summarise the 
main issues we discussed. You mentioned commonalities among the bereavement 
experience of bereaved single parents and other bereaved groups, such as changes in life 
roles, relational dynamics and experienced feelings. You also talked about issues that you 
think that might be specific to the case of bereaved single parents, such as a sense of 
loneliness and isolation if a support network is not available.
H: Hmm, yeah.
I: We also talk about the possible impact of practical issues, such as financial demands 
and child care, on their bereavement experience and their ability to attend counselling.
H: Yes, yes, yeah.
I: And you also addressed issues around management of their grief while trying to 
support their remaining children in their grieving process; the impact of previous losses 
such as a divorce or separation from a partner and how feelings around those losses can 
be re-enacted after the death of a child.
H: Yes.
I: We also talked about challenges that a therapist may have to face, such as clients’ over­
dependency and the importance of boundaries.
H: Yes. And I also think of this lady who has been on her own with this young girl for 12 
years and who’s had to cope on her own; often there might be a feeling of reluctance to 
accept help. You know. I’ve coped on my own all these years and then suddenly I am 
needing help and I am really struggling with that because I’ve been there. I’ve been a 
parent. I’ve had to manage. I’ve had to cope; suddenly I am finding myself in that
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position that I am not coping anymore, but I am actually finding it very hard to ask for 
help.
I: Hmm, that’s a very interesting point actually. And I guess it relates perhaps to what you 
mentioned at the beginning about the resilience of single parent families, that they have to 
become resilient in order to cope and how you react when you find yourself in a position 
when you cannot cope any more... interesting point.
H: Yes, yes. And I have worked with a lady who was not a bereaved single parent but she 
was a single parent with a child, she actually fostered the child, with a profound disability 
and, emm, had always been seen by all around her as a ‘coper’ and had been the one that 
everybody went to for help and she suddenly found herself in a position that she was 
needing support and help. And that was a real conflict for her, to find herself in that 
position of “I need help and support now”. And that’s almost again, it goes back to how 
roles change. You lose roles, you gain roles, this lady had been the helper, now needed to 
be the helped and that was a conflict for her.
I: Hmm, yeah, I imagine.
H: So again how, how roles change and how you try to, you have to re-invent yourself 
and think about who you are and how you adjust to what has happened.
I: All these views have been very helpful, thank you. You’ve offered me a very valid 
insight. Is there anything else that you believe might be important to the bereaved single 
parents’ experience that we haven’t mentioned?
H: I don’t think so, no. It was only while sitting here that I thought about the lady that I 
just mentioned, it is all about her sense of identity. But I think that’s it. I can’t think of 
anything else now.
I: Ok, thank you. So in order to bring our conversation to an end, I would like to ask you 
are there things that you feel those who try to offer help and support to bereaved single 
parents should be mindful of and take into consideration?
H: I think it always goes back to no matter how much we know, we have to acknowledge 
that everybody grieves differently. So I wouldn’t like people to go in with pre­
conceptions and say “oh this is a single bereaved parent therefore it must be this, this and 
this”. So I would go odd against that because I think there is a lot of, emm, common 
themes that will come up, but we will all be experiencing them differently. But I, I really, 
I suppose for some people it might be actually about accessing the support; it’s alright to 
have the support but it is how they access it, if there are those practical issues around. 
Emm, I think I would say the importance of the shared experience, emm and I suppose 
that’s why I am such a keen advocate of group, therapeutic group work. So for bereaved 
single parents to come together in terms of support and shared experience that I think is 
quite key. To be mindful of that loss of role, that sense of identity, to be mindful if there
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is relationships or conflict around how this might impact on their grieving process and 
their sense of isolation.
I: Another thing that I want to ask you is if there are any therapeutic practices that you 
think might he particularly helpful for bereaved single parents, and of course you already 
mentioned group work, are there any other practices that you think might be helpful?
H: Therapeutic practices? Well, access to counselling, bereavement counselling 
obviously. I guess that’s why I am such a strong advocate of group work, because I have 
done it and I have seen it work and it’s, it’s good to sort of reflect on, on how people 
build relationships within that group and how key that is in terms of supporting people in 
their grief.
I: Hmm. I guess the last question, and it is a thing we have already addressed in a way, 
since we are talking about counselling of bereaved single parents, in your opinion how 
may psychotherapy/counselling be helpful for a bereaved single parent?
H: I think it is about giving the single bereaved parent time and space which they might 
not have in any other place in their life, emm and probably even more so for a single 
parent is time and space, and safe space to explore how they’re feeling, what are their 
thoughts, what is going on; to be able to normalise a lot of their experiences, because a lot 
of what they are going through is normal and often people say “I am not going mad then”. 
So often that might be the forum that they check out that what they are experiencing is 
normal and they might not have anyone else in their life that they can do that checking 
out with. Emm, and to give them that time and space to acknowledge what has happened 
to them, the profundity of what has happened to them and to give them space to explore 
the “what next”? How do I grow my life around this grief? My life needs to grow around 
that grief, so how do I do that who am I, you know, what is my sense of self now?
I: Thank you very much. I don’t have any more questions. However, is there anything 
else you would like to talk about? Anything that we haven’t covered, that seems 
important?
H: No, I don’t think so. I mean, when I am talking, I am obviously talking about my 
experience. I am not working with people whose children die suddenly, but I will say 
that we still have children who, ok they might have a disability or be, emm, have a 
diagnosis of a life threatening illness, but they will still die unexpectedly, do you see what 
I mean?
I: Yes.
H: And I think that, you know, whether a death, if there has been a long palliative phase 
or whether it is very short and unexpected in terms of the timing if that makes sense, it is 
still a terrible, terrible shock. You can’t ever be prepared for that. Although people talk 
about anticipatory grief, it doesn’t short cut the grief that people experience afterwards.
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I: Hmm... .it is a tremendous loss anyway.
H: Hmm.
I: Thank you very much for sharing your views and your experience with me. It has been 
a very interesting and thought provoking discussion for me. Before we finish I would like 
to spend some time reflecting on what it has been like for you to be interviewed for the 
purposes of this research. Was there anything about the interview that you found helpful 
or unhelpful in any way?
H: I thought it was very interesting actually because it has made me think. And I kept 
adding things later on, didn’t I, as I was sitting here thinking of people I had worked with. 
No, everything was excellent.
I: Thank you again for your help and your time. At this point I want to mention once 
more confidentiality. All the names that you mentioned and your own name will be 
changed in the actual report and also the tapes will he destroyed once interviews are 
transcribed. And I will get in contact with you once I finish my research report in order to 
provide you with a copy of my results.
H: Yes, thank you.
I: Thank you very much.
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